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STANDARDIZED SENNA 


A rational approach to the treatment of constipation in the aged and intirm is the 
use of a neuro-muscular peristaltic stimulant. Senokot produces “. . . a good imitation 
of normal defaecation” (Lancet, 1952) and provides the means of keeping elderly cases 
comfortable with minimum medication. 


“The new standardized preparations of senna give the best results...The need 


for enemata is reduced—a great advantage when dealing with aged patients.” 
Medical World, 1955, 83, 318 (Post-operative Rehabilitation) 


Granules: 2 0z 2/10; 6 02, 7/9 On N.H.S.: cost about halfpenny a dose. 


Tablets: 50, 2/53 200, 7/3 Samples and literature on request. 
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Your S.R.N. certificate can open the doors to a whole world of 
new experience—in Queen Alexandra’s Royal Army Nursing 
Corps. Immediately, the responsibilities—and the privileges— 
of commissioned rank can be yours. Ahead there lies a future 
of great interest and professional advancement. Your patients 
are the Army. Wherever they go, you go too throughout the 
world—perhaps to Singapore, 
Malaya, Hong Kong, Paris, Africa, 
Gibraltar, Malta, Jamaica, 
Germany, or on troopships. 
Write to the address 

below for illustrated 0 
booklet giving full details 
of the opportunities 

that await you:— 
MATRON-IN-CHIEF. 


> 
WAR OFFICE (AMD 4/TN/51/7), 
LONDON, S.W.I. 





Outstanding Values 
in 
Matrons’ Dresses 





Our Matrons’ Dresses are superbly gy 
and tailored from a wide variety of jy 
class materials specially chosen for their 
smart appearance and ability to wea 
well. The greatest care and attention js 
given to every detail, thus assuring that 
they retain their smart appearence 
always. Without doubt these dressy 
are the finest value obtainable. 






Full particulars, illustrations and 

prices together with patterns of 

materials will be sent post free 
on request. 








THE COMPLETE 
NURSES’ OUTFITTERS 
Famous for over 100 years 





Established 1848 


E. & R. GARROULD LTD. 
150-162, EDGWARE ROAD, 


LONDON, W.2. 
Telephone : PADdington 1001 





The ‘* WAKEFIELD” 



















QUEEN ALEXANDRA'S ROYAL ARMY NURSING CORPS 








A PATIENT’S PROBLEM 


NURSE, what should I use 
for Haemorrhoids ? 


The introduction of Germoloids has made a 
valuable contribution to haemorrhoidal therapy. 
They are clean and simple to use. They are 
emollient—and therefore facilitate pain-free 
evacuations. They counteract local infections, 
protecting broken, damaged tissues. And their 
analgesic properties rapidly relieve itching and 
irritation. Patients can hardly fail to be grateful 
to you for recommending Germoloids. 


FORMULA. Zinc Oxide 8:00% Ethy! Salicylas 2:85% 
Resorcinol 2:14°% Bismuth Subchloridum 5-71°% Rubrum 
Scarlatinum 0:007% Ceresina 11:11% “etaceum 886% 
Ol. Theobromatis ad. 100% 


Patients find comfort 
and reassurance in....... 


tay 







Please write to The Veno Drug Lo., St. Helens, Loncashire 
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AILIE Mrs. Mary MCALISTER (née McMackin) a fever 
~~ Buse was elected Member of Parliament for Kelvin- 
rms of grove, Glasgow last week. We welcome most warmly 
st fre & the news of this first nurse elected to the House of 


Commons. 

Mrs. McAlister trained at Knightswood Hospital, 
Glasgow. She is a member of the Western Regional 
Hospital Board, Scotland, and in 1953 was appointed by 
the Secretary of State to the General Nursing Council for 
Scotland. During the war she served in the Civil Nursing 
Reserve and she has been president of the Glasgow Branch 
of the Royal College of Nursing from 1956 until early this 
year. Mrs. McAlister tells us she has been an inveterate 
writer of letters-to-the-editor of the Nursing Times (in the 
1930’s). She has four grown-up daughters—one is a speech 
therapist, one an orthoptist, and the youngest is training 
as a physiotherapist at Glasgow Royal Infirmary, and 
although this was her first campaign as a parliamentary 
candidate, she has been a member of the Labour Party for 
20 years, a member of Glasgow Corporation for 13 years, 
and a magistrate for a three-year period of office. She has 
been convenor of the City’s Health and Welfare Committee 
and a member of the Education Committee. She was 
appointed by the Secretary of State to the Standing 
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Advisory Committee 
on Local Authorities. 

A few weeks ago 
two other nurses who 
have been members 
of their National 
Parliaments for a 
number of years were 
in London for meet- 
ings at the Inter- 
national Council of 
Nurses headquarters 
in Westminster, and 
were welcomed at the 
Royal College of 
Nursing. They are 
well known inter- 
nationally: Miss Kyllikki Pohjala of Finland, who is also 
the first nurse to be appointed an official delegate to the 
United Nations, and Miss Gerda Héjer, a member of the 
Swedish Parliament for many years, is a former president 
of the International Council of Nurses. 

Congratulations to our first nurse to be elected 
Member of Parliament. 





Nurse Journalists 


Nursing Association that a nurse from South 
Africa, Miss Barbara Alford has been awarded a 
scholarship to come to London for a year to study 
journalism in relation to the nursing profession. The 
need for post-certificate preparation for nurses taking 
senior posts in all branches of nursing has long been 
recognized and many scholarships awarded, but the 
realization that nurses should also accept responsibility 
for presenting professional opinions in print and for taking 
an active part in the publication of professional journals 
has so far only made a beginning. The pioneer was Miss 
Mary Roberts of America who on her retirement after 
28 years as editor of the American Journal of Nursing 
initiated an annual scholarship for a nurse to study 
Journalism, The scholarship has been awarded since 1950. 
In 1955 the Nursing Times made its golden jubilee 

the opportunity to award a bursary for a British nurse to 
study journalism in relation to the nursing profession, 
and the South African Nursing Association has requested 
that the nurse who has been awarded their scholarship 
should spend some time at the offices of the Nursing Times 


Ws WELCOME ALSO the news from the South African 








for observation and experience with a nursing journal 
which is also the official organ of a professional associa- 
tion—the Royal College of Nursing. 

We shall look forward to welcoming as an overseas 
guest another nurse interested in serving the profession 
in this special way. That a professional journal is a means 
of promoting the science and art of nursing and of assisting 
the development of nursing as a profession may not yet 
be fully realized, but the late Miss Beeby, when executive 
editor of the American Journal of Nursing Company 
prepared a report of a survey of nursing magazines 
throughout the world, at the request of the International 
Council of Nurses and the following extracts are taken 
from that report which is shortly to be published in the 
International Nursing Review. 

‘Anyone who has had the opportunity to scan the 
national nursing magazines of the past 20 years will be 
impressed by their marked development during that time. 
They have grown not only in number, but also in the 
quality of typography, production and editorial content. 
With the inauguration of a conference for nurse editors at 
the Quadrennial Congress of the ICN, we can expect a 
still more rapid growth. Joint consideration of mutual 



































































problems, exchange of ideas and experiences, and improved 
means of communication will result in more effective 
periodicals to serve the nurses throughout the world. 

The 57 magazines of national distribution that are 
included in the survey come from 34 countries; several 
countries are represented by two magazines, Gt. Britain 
by six, and the United States by seven. These 57 magazines 
are published in a total of 24 languages, a number of them 
are bilingual, but most are printed in one language only. 

The Deutsche Schwesternzeitnung publishes a special 
quarterly issue for nurse instructors, and the Nursing 
Times (Gt. Britain) publishes a quarterly supplement for 
student nurses. 

The total circulation of the 57 national magazines 
surveyed ranges from 500 to 163,000 . . . It is the goal of 
every national nursing magazine, of course, to reach every 


Deputation in Support of Day Nurseries 


A DEPUTATION organized by the National Society of 
Children’s Nurseries waited upon the Parliamentary 
Secretary to the Ministry of Health and representatives 
of the Ministry of Education and the Home Office on 
March 13. The deputation was led by Major Nathan and 
included some 20 representatives of various interested 
organizations including the Royal College of Nursing. The 
main points which the deputation endeavoured to stress 
were: (a) sociological changes which have come about; 
(b) health—particularly mental health; (c) the failure of 
the child-minder system to provide an adequate alterna- 
tive to the day nursery; (d) the economic aspect (the 
day nursery costs less to the community than broken 
homes, problem families, or children needing to be taken 
into residential care in the absence of day nursery 
facilities). One of the case histories cited by the deputa- 
tion in support of the plea for more, rather than less, day 
nurseries, was that of the family living in overcrowded 
housing conditions, with the father on night work: the 


The winning team from Hellingly Hospital with the Agnes E. Pavey 

trophy. Left to right: Miss J]. M. Bradley, matron, Hellingly 

Hospital, Miss D. Nixon, Miss R. Gresswell and Miss M. Boland 
(see also page 336). 


Trophy. Report and pictures next week. 
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nurse in its country; but the extent to which they reag 
this goal varies too; those countries coming closest an 
Cuba, Iceland, Norway, Sweden and South Africa, — 

The growth of a profession can be traced through jj 
literature, and its periodical literature provides a particu 
rich source of information, because the development ¢ 
trends, month by month or quarter by quarter, is reflected 
in magazine articles. Other types of professional literatu, 
present facts that are well proved and authenticated oye 
a period of time, whereas magazines present history jp 
the making! 


We congratulate two more nursing journals who haye 
reached their golden jubilee; Epione from Finland, ang 
Kia Tiaki, the New Zealand Nursing Journal, who haye 
published special jubilee issues this year. 


only way in which he could get sl 
during the day was for the mother to 
trudge the streets with the children for 
many hours of the day. The Parliamen. 
tary Secretary to the Ministry of Health 
thanked the deputation for the clear 
and persuasive way in which th 
had put their case and agreed that a 
policy of prevention rather than cure 
was desirable. While the question of finance must 
inevitably be a limiting factor in considering the future 
of the service, he undertook to look into many of the 
detailed points of administration which had been made, 
with a view to discussing these with his colleagues at the 
Home Office and Ministry of Education to see what 
improvements might be suggested. 


Christian Dior Fashion Show 


A FASHION SHOW by courtesy of the directors of 
Christian Dior Ltd., London, is to be held in aid of the 
Royal College of Nursing at Cranbury Park, near Win- 
chester, which has most kindly been lent for the occasion 
by Mrs. Tankerville Chamberlayne. This interesting 
event will take place on Friday, May 2, at 3 p.m., and is 
under the patronage of the Countess Mountbatten of 
Burma. Applications for tickets, 2 gns. (reserved) and 25s., 
including tea, should be sent to the Appeals Secretary, 
Royal College of Nursing, Henrietta Place, Cavendish 
Square, London, W.1. 
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The Middlesex Hospital won the Marion Agnes Gullan. 
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reception before the annual meeting of the 
od y pn on of State Enrolled p 7 Fao 
Nurses at the Bradford Hotel, Liverpool, Left to 
‘cht: Mr. J. N. Galston, Miss C. E. Bentley, Miss 
|G. Buicher, Miss R. Dreyer, Alderman W, J. 
M. Clark, president of the branch, Miss E. F. 
Williams, and Miss Holland, matron of Fazakerley 
Hospital, where the meetings were held. 


N.A.S.E.A.N. Meetings 


LIVERPOOL AND MERSEYSIDE BRANCH 
of the National Association of State En- 
rolled Assistant Nurses ensured a very 
happy and genial atmosphere for the spring 
meeting on March 12 by extending, on the 
previous evening, not only the warmth of a 
sincere welcome to the delegates and guests, 
but also by providing an excellent dinner at the Bradford 
Hotel, Liverpool. The speeches were encouraging, in- 
formative and amusing and it was apparent that not 
only had Liverpool been foremost in concern for public 
health, but that it was still prepared to lend its full 
support to the ever-growing needs of the public and those 


NURSING 
ROUND 
FHE © WORTD 





Council of Nurses, visited headquarters last month 

for a Finance Committee meeting. The president, 
the hon. treasurer, Miss Marriott (G.B.), and the deputy 
treasurer, Miss Ceris Jones, met, together with Miss 
Pohjala (Finland) second vice-president, and Miss Héjer 
(Sweden). Miss Sleeper (USA) chairman of the ICN 
Education Committee, was also in London to meet the 
president, and Mrs. B. A. Bennett, chairman of the ICN 
Nursing Service Committee, Miss Bridges, general secretary 
of the ICN, and the staff of the Florence Nightingale 
Education Division. Discussions were about the activities 
of the Education Division and the new Nursing Service 
Division and the co-operation between them. A director to 
the Nursing Service Division is to be appointed this year 
and the post has been widely advertised. 

During the president’s visit matters discussed in- 
cluded the development of the International Student 
Nurses unit; the 50th Anniversary Convention of the 
Canadian Nurses’ Association; the ILO study being 
carried out on conditions of work and employment of 
nurses; the WHO investigations on public health nursing 
for which the ICN have sent out 63 questionnaires; and a 
study on psychiatric problems in general hospitals. 


Information Department on Professional Qualsfications 
This department continues to give assistance in clarify- 
ing the professional qualifications of nurses who are im- 
migrating or looking for employment for limited periods 
outside their own countries. This assistance has proved 
particularly valuable in the case of refugee nurses. 


International Nursing Review 

The International Nursing Review, which is published 
quarterly, will have among its features in the next issue a 
symposium on the World Health Organization, which 
celebrates its 10th anniversary in 1958.+* There will also be 
an article on the Bush Nursing Service in Australia. 


Me Ox son (USA), president of the International 












who work for the promotion of health. Mr. J. N. Galston, 
S.E.A.N., chairman of the branch, is to be warmly con- 
gratulated on the success of the evening which could only 
have been the result of careful planning, excellent or- 
ganization and keen co-operation of the branch members. 
(See report on page 346.) 


Extracts from the March 
News Letter of the 


International Council of Nurses 


Applications for IC N Membership 

The following associations have applied for member- 
ship: Polish Nurses’ Association; Nurses Association of 
Thailand; National Nurses’ Association of Venezuela. 


World Health Organization 

In October 1957 the ICN was required to forward a 
report about continuing relations with WHO. A reply from 
the director-general says that WHO has approved the 
maintenance of official relations with the ICN. Dr. Candau 
also expressed his very real satisfaction at this decision. 


11th World Health Assembly 

The 11th session of the World Health Assembly, which 
marks the 10th anniversary of WHO, is to be held in Min- 
neapolis on May 28. All member associations have been 
asked to inform ICN headquarters as soon as possible if 
nurses will be attending the assembly, which they may 
do in one of three ways: 

(1) as a member of their government delegation; 

(2) under ICN sponsorship if nominated by their 
national nurses’ association; 

(3) in the public gallery. 

As the American Nurses’ Association is anxious to 
plan professional programmes the matter is urgent. 


International Labour Organization 

Following her visit to London, Miss Ohlson visited 
Geneva and met members of the secretariat of ILO. The 
organization is making a study of the conditions of work 
and employment of nurses. An expert committee on the 
subject is to be called later this year. : 


International Hospital Federation 

The International Hospital Federation (of which 
ICN is a member associate) announces that the Institute 
of Hospital Administrators is sponsoring a Hospital Equip- 
ment and Medical Supplies exhibition in London from 
May 5-10. (See Nursing Times, March 7.) 














NE OF THE MAJOR PROBLEMS facing the medical 

profession today is the prevention, treatment 

and rehabilitation of patients with chronic 

illness. As a result of the improved living 
standards, reduced infant mortality, immunization pro- 
grammes, and the many new drugs, more people live 
longer and acquire long-term diseases. Nursing groups 
in different parts of the world are studying this problem, 
and endeavouring to educate and provide nurses to meet 
these needs. 

Unfortunately, nursing the chronic patient is not 
very popular among nurses. They feel it presents little 
opportunity to use the professional techniques they have 
studied, and that therefore the nursing of chronic patients 
can be done by practical nurses. 

However, many of us working in this field are not of 
this opinion. We find it exciting to teach a man to walk 
who has lost his legs or the use of his legs. We think it 
very satisfying to be able to help a patient with heart 
disease adjust to a way of life wherein he can be happy 
and productive in the community and his family circle. 
It is a matter of great pride for us to keep the very ill, 
chronic patient with a progressive disease, active, clean, 
and free of bedsores and contractures, and thus as happy 
as possible. 

We feel that because of our lengthy contact with the 
patient we have a much deeper relationship than does 
the nurse in an acute hospital. Our chronic patients are 
people. We may discharge few patients during the month, 
but each patient who goes home represents a very real 
accomplishment for the team that cared for him. 


Medico-social Teamwork 


We believe that we have another source of satisfaction 
in the care of chronic patients. This is our relationship 
with our co-workers. Of necessity, the members of the 
medico-social team are very close to each other for they 





This article is based on experiences gained in the author’s work 
for MALBE N— Institutions for the Care of Handicapped New 
Immigrants—Services of the American Joint Distribution Com- 
mittee in Israel. The A ] DC receives its funds in the United States 


from the United Jewish Appeal. 


ation exercises, part 
of the treatment aimed 
at restoring life to crippled 
limbs. They ave a few of the 
4,000 handicapped refugees 
being cared for by the Malben 
welfare programme which operates 
at 22 hospitals, centres and homes. 
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Nursing the Long. 


term Patient 


by REBECCA LYONS-BERGMAN, 
Director of Nursing Service for MALBEN, 


Here, at Mahane 
Yisrael, Israel, 
patients practise 
gymnastics co-ordin- 


must carefully co-ordinate and integrate 
their work if they are to succeed. The 
physiotherapist cannot begin work unti] 
the doctor has made the diagnosis and 
ordered treatment; the nurse cannot 
teach the patient self-care until the 
physiotherapist has strengthened the 
muscles; the occupational therapist can- 
not plan the re-training of the patient 
without the social worker. Together, 
the team members are like a hand with 
many functions: separately, like fingers and each one 
limited. From this teamwork, this consulting and sharing 
together, we nurses have learned a great deal, and in 
turn have been able to contribute to the understanding of 
others in caring for the patient. 


Attitude and Adjustment 


Let us look at the term ‘chronic disease’. What 
actually is health and what is disease? How many of us 
have no illness whatsoever? Some of us may have heart 
murmurs, others high blood pressure, still others nervous 
tension—any of dozens of conditions. We may not even 
be aware of the beginning of arterial sclerosis—or of some 
other pathological process. Yet, in our opinion, we are 
healthy. Astudy* in the United States. showed that one 
out of every six people has a known disability—yet, how 
many are considered chronic patients? Illness is in part 
a matter of attitude and adjustment. To one person, 
diabetes does not in any way make him think of himself 
as an invalid; to another it is a tragedy. 

The community is usually willing to accept the 
individual with a disease that has no obvious physical 
deformities, such as heart disease or tuberculosis. They 
accept the amputee with pity. But even nurses find it 
difficult to accept the patient with advanced -Parkinson’s 
disease or cerebral palsy. 

If we give care to chronic patients, we must truly 

| accept each patient as a person with a heart and a mind. 
We must learn to shake the stump of the hand of the 
amputee as readily as we shake a hand, for if we fed 
reluctance (repulsion), we will show it; and this rejection 
of the amputee is no more justified than is the rejection 
of the person with a damaged kidney. 

The definition adopted by the Conference on Pre- 
ventive Aspects of Chronic Disease, 1951, states: 

“Chronic disease comprises all impairments of 
deviations from the normal which have one or more of the 
following characteristics: (a) are permanent; (b) leave 
residual disability; (c) are caused by non-reversible 
pathological alteration; (¢d) require special training of 
patient for rehabilitation; (e) may require long period of 
*'A fter the Doctor Leaves’, by Marguerite Clark. 
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sapervisory observation or care.” 
The list of chronic diseases is quite long, but the 
more common ones are: 


Heart disease Diseases of the central nervous 

Hypertension system: epilepsy, multiple 

Arteriosclerosis sclerosis, muscular dys- 

Rheumatic fever trophy, cerebral palsy 

Arthritis Blindness 

Cancer Deafness 

Diabetes Skeletal-muscular system: 

Ulcers paraplegia, hemiplegia, 

Tuberculosis amputee 

Allergy Mental and emotional dis- 
orders 


Approach to Long-term Illness 


The term ‘chronic disease’ today is being changed to 
‘long-term illness’. The difference may sound superficial, 
but it is not so—the so-called ‘chronic’ is a patient who 
is in need of medical care over a longer period than an acute 
patient, and his care should include preparation for his 
return to the community where he will carry on even if 
in a more limited capacity than before. There are, of 
course, progressive diseases, but even most of these have 
long static periods when the patient is not in need of 
active medical treatment. One may have a chronic 
disease and still live a full, long life. 

We often think that chronic diseases belong to the 
elderly; yet, in the United States, 50 per cent. of the 
known cases are under 45 years of age, and 16 per cent. 
are less than 25. 

The approach to long-term illness is similar to that 
of any other illness. The major parts of the programme 
are: 

prevention of illness by teaching healthy living; 
early case-finding; 
accurate diagnosis—this 
must include a complete 
medical diagnosis, not only 
a diagnosis of the specific 
illness ; 

early and adequate 
treatment—today many new 
drugs and surgery, if given 
in time, can curtail the 
disease in its early stages; 

rehabilitation —medical, 
social and economic: 

sheltered conditions if 
needed—for advanced cases 
this may include home care 
with medical supervision, 
day-homes, or special insti- 
tutions with varying amounts 
of service; 

research. 

Each of these topics could 
be a complete article, but 
before I describe the role of 
the nurse, I would like to 
touch bnefly on rehabilita- 
tion and research. 

Rehabilitation must be- 
gin the moment the diayno- 
sisismade. There are many 
definitions of rehabilitation. 
Leaders in this field define 
the aim of rehabilitation as 
“Enabling each patient, 
through physical, psycbo- 





logic, social and economic adjustment, as may be required, 
to become an independent and productive citizen.” 


Rehabilitation and the Nurse 


To the nurse, rehabilitation also includes the small 
things, such as teaching the patient to turn the page of 
a book or to lace his shoes without help. 

The rehabilitation of each patient is individual. A 
paraplegic patient, let us say after polio, has to learn how 
to move in bed, in a chair, and finally to use braces. He 
may have to learn a new profession where he does not 
need to walk, such as book-keeping. He will have to learn 
how to live among his fellow-men who may not be ready 
to accept him as an equal. If he is to attain these aims, 
a plan must be worked out with him that meets his 
special needs. A similar disability in two patients may 
require entirely different help. For example, two men 
may have a foot amputation—one is a lawyer and returns 
to his work without any problem; the other is a labourer 
and may have to find a new way to earn his living. 

Research in the last decade has revolutionized the 
prospects of chronic patients—cortisone and ACTH for 
arthritic diseases, streptomycin, PAS and nicitobine in 
tuberculosis, Serpasil and Largactil in mental diseases. 
Every year that the chronic patient remains alive gives 
him a better chance to live longer or be cured. 

What part does the nurse play in the care of the 
long-term patient? The public health nurse, working in 
the community, may be the first to detect deterioration 
in the individual’s condition, and send him for a routine 
health check or to a specific case-finding clinic. She may 
be the one who will find the advanced chronic patient in 
the home, hidden by a shameful, ignorant or over- 
protecting family. She is the one who can prepare the 
home and family for the homecoming of the patient, 
and on his return follow up 
his care. She is the nurse 
who is nearest to the general 
public, and therefore should 
try to educate the com- 
munity to accept the chronic 
patient, socially and econ- 
omically. Many employers 
are reluctant to employ the 
disabled, yet it is an ac- 
cepted fact that many of 
them are very conscientious 
workers. (I recently did a 
small study of absenteeism 
among about 50 of our post- 
tuberculosis nurses, and 
found that their sick time 
was less than half that of 
the other nurses.) 

The nurse in the hos- 
pital has many functions 
which vary with the type of 
patient. In broad terms, 
her responsibilities include: 

(1) emotional support 
of the patient; (2) teaching 


The human crane, especially de- 
signed to lift totally incapacitated 
patients, is part of the modern 
medical equipment used at the 
Malben Hospital for chronic 
diseases at Maharia, built by the 
American Joint Distribution 
Committee as part of the social 
aid programme in Israel. 
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the patient; (3) prevention of secondary disabilities; (4) 
professional nursing care; (5) organization of the ward. 

All nurses are aware of the many problems facing a 
sick person. These are more prominent among long-term 
patients. Let us consider a patient who has had a 
disabling disease for a long period and has not been out of 
bed for several years. He may be discouraged and 
hopeless; he may be unreasonably demanding; or entirely 
dependent, having found a release from responsibility 
in his disability. We also meet another patient, one who 
yesterday was well and today, as a result of a car accident, 
is paraplegic, suddenly incontinent and unable to walk. 
He probably will be frightened, angry, or possibly hopeless 
and depressed. 

These, among others, are the chronic patients who 
need understanding, acceptance, friendship, confidence. 
The nurse is usually the first person to receive the patient, 
and she is the one who is with him most and gets to know 
him best. She is the one who can give him confidence in 
himself and help him to accept his limitations. Unless 
the patient wants to improve his condition, the most 
skilled professional care will be useless. And it is the 
nurse who must find the way to reach the patient and 
awaken in him the desire to help himself. 

On the wall in the entrance of the Bellevue Rehabilita- 
tion Center in New York hang mottoes which express the 
philosophy we should try to transmit to our patients. 
Seme of these are: 


“Do—don’t be done for.” 
“You can’t disable ambition.” 
“You still have a lot more ability than disability.” 
And a prayer: 
“Give me the strength to change the 
things that can be changed, 
The courage to accept those that 
cannot be changed, 
And the Wisdom to differentiate 
between the two.” 


I feel that teaching is the most important part of our 
nursing activity. The first step is to obtain the permission 


In the occupational therapy ward, a Jewish immigrant from Egypt 
is now able, after being completely bedridden, to work at his loom and 
move independently. 
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of the physician to initiate a teaching programme, for 
only on the basis of a complete diagnosis can we begin 
to make the patient active. 


Initiating a Teaching Programme 


The next step is to work out a teaching programme 
with the other team members. The occupational therapist, 
physiotherapist and nurse can integrate the teaching of 
activity. For example, as the physiotherapist strengthens 
the arm muscles through pulley exercises, the occupational 
therapist gives suitable work, such as weaving, to use 
these muscles, and the nurse teaches the patient to use his 
arms in dressing himself. All of these functions are 
directed by the physician, and the aim and development 
of these activities is planned on the basis of the recom. 
mendation of the social worker who is planning for the 
placement of the patient when he leaves the hospital. 

The third step is to motivate the patient to respond 
to care. He must understand why he should learn to dress 
himself. Many patients are resistant at first, and yet 
once they have made some concrete progress are very 
enthusiastic about continuing. It is important that the 
nurse should support the patient as needed, for failure 
or an accident can discourage him and reduce his 
co-operation. 

Fourthly, the nurse must develop the patient’s self- 
confidence with patience and understanding. She must 
never hurry in her explanation or in her supervision. This 
may seem very time-consuming, but it will be many times 
repaid in the self-respect and well-being of the patient, 
and in the final saving of nursing time once the patient 
has attained some independence in self-care. I know of 
many almost helpless arthritic cases with hand deforma- 
tions who were fed five times a day, and today feed them- 
selves with specially fitted individual utensils. 

Fifthly, the nurse should observe and teach each 
patient individually. Each case is different. The patient 
may often be the teacher. Many patients develop 
techniques which are best suited to themselves. 

What can we teach patients? This depends on the 
patient, but there is hardly one who cannot be taught 
many things to help him to be self-sufficient. What we 
teach the patient is not new but based on basic nursing— 
the diabetic patient can be taught to inject himself and 
control his diet; the heart patient to rest, save energy, 
control his weight, etc. 


Complications of Bedrest 


Good nursing can prevent bedsores. We all know the 
serious implications of decubitus—septic sores, skin or 
even bone graft, and months of pain and discomfort. In 
some types of patient, where the circulation is impaired, 
it is particularly difficult to avoid bedsores, yet it is 
possible. 

There are, of course, the obvious measures which we 
always take—a clean bed, tightly-drawn sheets, foam 
rubber mattress, bathing and massage of the pressure 
areas. In more serious cases it is essential to relieve 
pressure, and here we use the sandwich bed in which 
the patient is turned every two or three hours with no 
effort on his part or that of the staff, or position the 
patient on foam rubber supports in order to relieve 
pressure on the affected areas. 

Another disability to avoid in long-term patients is the 
development of contractures. It is important to have 4 
firm mattress or a board under the mattress. It may be 
necessary to use sandbag supports or splints on the limbs 
to prevent contractures of the various joints. 

Drop-foot is a very common disability caused by the 
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weight of the bedclothing and lack of support for the sole 
of the foot. A cradle and footboard can easily prevent 
these. 


Best Nursing Care Needed 


Urinary tract infections are quite common. Many 
types of chronic patients have urinary retention or 
incontinence. If the nurse can train the incontinent patient 
in bladder control she may be able to prevent the use of 
an indwelling catheter. Male patients can be given 
suitable day urinals to wear and taught to use a padded 
shower cap at night. In those cases which do require 
catheterization or an indwelling catheter, careful nursing 
techniques may minimize the danger of infection. 

Patients with stool incontinence can be trained to 
have regular bowel movements by use of enemas, supposi- 
tories and diet, and this can prevent intestinal dis- 
turbances. 

The chronic patient requires the best standard of 
nursing care we can give him. He may have to have 
injections all his life, and he cannot afford to have a 
haematoma or abscess. He needs careful supervision of 
feeding, for with his reduced appetite he can easily develop 
nutritional deficiencies. The nursing care of chronic 
patients is the same as that of any other patient, but it 
must be the very best. 


The Best Type of Ward 


The tendency today is to have chronic wards in, or 
attached to, a general hospital so as to enable the ward 
to have the use of specialists and the modern facilities. 
But the chronic ward should have special features. 

It should be more homelike, with coloured walls, 
curtains, bright pictures and cheerful bedspreads. The 
floors should be non-skid. The corridors should be wide 
with double doors to allow easy passage of wheelchairs. 
The bath should be approachable from three sides and 
at a good height for the patient to enter from his wheel- 
chair, with the showerheads on the wall, not overhead; 
and the toilet built so that the patient in his wheelchair 
can move right over the bowl. Stairways and corridors 
should have handrails. The furniture should be non-skid 
and of a convenient height for the patients. Special 
equipment, such as overhead pulleys, lifters, good 
wheelchairs with brakes, are essential. 

The ward dining-room must have plenty of space 
for patients in wheelchairs or even on stretchers, and as 
many patients as possible should be encouraged to use the 
dining-room. Thereshould be recreational facilities, movies 








327 


Confined to bed by the crippling effects of a muscular 
disease, this recently-arrived immigrant learns to type 
with one hand. 


and trips. Visiting rules can be lax; patients 
can be encouraged to wear day clothing 
rather than pyjamas and should be allowed 
to have personal possessions about them. 


Individual Service 


Nursing care of the long-term patient 
has as many aspects as there are patients, 
for it is a highly individualized service. It 
must be dynamic in order to meet the con- 
tinuous changes brought about by medical 
research. The well-qualified, open-minded 
nurse will find this area of work a real 
challenge to her ability as a teacher, her 
utilization and adaptation of professional techniques, 
and her practical application of the principles of the 
social sciences. 

The following three points which were described in this 
article may be considered as basic to the nursing of long- 
term patients, and upon this foundation each nurse can 
build a programme of care to meet the current needs of 
the patient. 

1. The long-term patient, with a visible or invisible 
disability, is a normal human being and must be accepted 
and treated as such. 

2. Long-term illness is a medical, social and economic 
problem which requires the co-operation of all team 
members, the patient and his family, and the community 
at large. 

3. The nurse plays a most important part in the care 
and rehabilitation of the patient by giving emotional 
support, good nursing care and teaching the patient to 
be as self-sufficient as possible. 


“Book Reviews 


Artificial Insemination in the Human 


—by A. M. C. M. Schellen, m.p. (Elsevier Publishing Company 
—through Cleaver-Hume Press Lid., 72s.) 


It is curious that with a history dating from the late 
18th and early 19th century we have had to wait until 1957 
for a comprehensive survey of this important subject. 
According to the author the first publication on A.I.D. 
(donated insemination) appeared in 1909, so nearly 50 
years have gone by during which time the practice of 
A.I.D. has become, as he shows, widespread and widely 
accepted in America and much experience has been gained 
in many European countries including Great Britain, 
France, Germany, Scandinavia and others. 

In the 420 pages of this book Dr. Schellen has attempt- 
ed and succeeded in covering all essential aspects of the sub- 
ject in such detail, and it is so admirably documented, with 
an extensive bibliography, that no student of the subject 
could fail to find the information he needs. Furthermore 
the purely medical information, such as the chapter on 
semen analysis and examination of the wife, under the 
heading of pre-treatment requirements, is presented with 
exceptional clarity and will be understandable by all with 
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a basic nursing or medical training. 

Of particular interest to many at the present time will 
be chapters on the psychological, social, economic, legal 
and religious aspects of A.I.D., but all other details are 
given, including such matters as the choice of a donor, his 
personality, his remuneration and his responsibility. In 
every part and particular, the varying views and methods 
of the doctors concerned are carefully and impersonally 
presented. 

The main difficulty for anyone studying the subject 
for the first time is to come to a sound conclusion as a 
result of studying the mass of information here presented, 
to sort out what are the real dangers and difficulties from 
some of the more nightmarish possibilities and to see the 
subject within the framework of his national traditions. 

Inevitably the author draws his own conclusion, which 
is that A.I.D. is not ‘an enrichment of the therapeutic 
arsenal’, but although all would sympathize with an appeal 
‘to pause and think’ not all will feel that the subject requires 
man to ‘repent and find his way back to God’ though 
some reassessments and adjustments may and always will 
be necessary. 

M. B., M.B., B.S. 


Brother Lunatic 
—by Pau] Warr. (Neville Spearman, 18s.) 

The preface of this book states that the author was 
obliged to write anonymously because of the ‘law of 
defamatory libel’. It also states that the book is entirely 
true, and the author gives his word for it that the 
succession of horrors he describes, and the insulting and 
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hurtful accusations he makes, are based on fact. 

Some national papers, no doubt because of their 
concern for the mentally ill, have given the book publicity; 
for the same reason the nursing profession is obliged to 
take note of it. The language used is immoderate and 
crude. Not one kind word appears anywhere, not a single 
person is given credit for any positive contribution of 
quality. Patients and nurses alike are described in the 
most derogatory terms, as if the author had sought for 
the most forcible ways of expressing his contempt. 

The author claims to have started training as a male 
mental nurse, and page after page is devoted to what are 
described as eye-witness accounts of brutality, neglect, ill. 
treatment and even manslaughter committed by a 
callous nursing staff, which, if the author was an actual 
witness, it was clearly his duty to report at once. It is 
every citizen’s duty to protect psychiatric patients from 
the kind of outrages described. 

While it is impossible years later to prove that the 
accusations published are untrue, it is easy to point to 
distortions of other facts in almost every chapter. The 
author demonstrates ignorance about admission pro- 
cedures, fantastic misconceptions about the discharge of 
certified patients, and an inability to understand the 
meaning of the term ‘temporary patient’. 

It is impossible to believe that any good can come 
from the writing or publication of this book. 

R.M.N., S.R.N, 


Books Received 


Applied Muscle Action and Co-ordination.— K. I. McMurrich, 
(Toronto University Press (Oxford University Press), 30s.) 


Difficulties Associated with Breast Feeding 


N INTERESTING ACCOUNT of a study of 106 primiparae 

and the reasons why they abandoned or persisted 

with breast feeding for three months after delivery 
is given in the British Medical Journal of February 8 by 
doctors of the Obstetric Medicine Research Unit (M.R.C.) 
Midwifery Department of Aberdeen University. 

Of 106 women studied, all except two experienced 
difficulty and 74 abandoned breast feeding within three 
months; of the 32 who persisted nine used complementary 
feeds of cow’s milk. The investigators have tried to analyse 
the reasons for the course of actions taken by the mothers 
without, during the investigation, letting them know the 
subject under review and without proferring any advice 
at all. 


Material 

The sample of women was chosen as follows: 1,075 
married primiparae resident in the City of Aberdeen were 
delivered between October 1, 1954, and December 31, 
1955, of single healthy babies of 5$ lb. or more. Of these, 
every ninth was asked to take part ina survey. Of the 
119 asked, three refused, 11 left hospital and went on 
holiday away from the city and 18 stopped breast feeding 
in hospital. This random sample was thought to contain 
too few women of the highest and lowest social classes and 
so eight women previously in professional or technical 
work and 11 who had been fishworkers were added to the 
sample, making a total of 106 women. 


Home Visits 

The actual investigator who visited the women was a 
young married woman doctor who visited the patients 
daily in hospital, and at home twice weekly during the 


first month, once weekly during the second month and 
fortnightly during the third month. Each visit lasted 
about half an hour and was as informal as possible. The 
conditions laid down for the investigation were: ‘The 
investigator, preferably a doctor, must be readily accept- 
able in the patient’s home and must be able to discuss the 
baby’s feeding dispassionately and at frequent intervals, 
with full knowledge of all the circumstances, domestic as 
well as medical, and without giving the woman the 
impression that she is taking sides for or against breast 
feeding.” 


Information Collected 


At each visit questions were asked about (1) the baby, 
its general health, feeding and crying; (2) the mother, her 
general health and energy and condition of the breasts and 
(3) the background of housing and amount of housework, 
the mother’s general capabilities, the attitude to the baby 
and to breast feeding and also the attitude of the father 
and other members of the household towards it and lastly 
the attitude of the neighbours. 

It was recognized that any report of breast feeding 
difficulty was a personal assessment by the mother herself. 
One mother may consider her baby’s crying to be normal, 
while a similar amount of crying in another might be re- 
garded as a menace to a child's welfare and cause worry, 
loss ot sleep and fatigue. To give an objective assessment 
of health and progress both baby and mother were weighed 
regularly. 


Results 


Of the 106 women studied, 104 experienced feeding 
difficulties of one kind or another and 74 of them gave up 
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preast feeding within three months. 

Of the entire sample only two mothers experienced no 
difficulty ; both felt well and found breast feeding easy and 
enjoyable. Their domestic circumstances were unusual: 
poth lived with their mothers and had practically no 
domestic responsibility and received considerable help 
with the baby. Indeed, their only occupation was breast 

ing. Initially, one preferred to breast feed but the 
other was indifferent. Another four had only trivial 
difficulties and the rest (26) persisted despite difficulties. 
In all, 23 babies were fully breast fed and nine had com- 
plementary feeds. 


Those who Abandoned Breast Feeding 
Out of the original 106, 74 (69.8%) gave up breast 
feeding entirely; 10 did so from choice without experienc- 
ing any difficulties and the remaining 64 gave it up for the 
following reasons. 
The difficult baby 
Excessive crying 
Specific illness 
Feeding defect 
Maternity difficulty 
Inadequate lactation 
Breast abnormality 
Ill health 
General fatigue 
Menstruation 
Other influences 
Persuasion by third person 12 
Unsatisfactory housing 2 
Return to work 2 


SB oak 


— 
— — 


Summary of the Difficulties 

Several difficulties occurred simultaneously and it 
was not easy to assess the primary cause in each case, as 
shown above. But the most common complaints in order 
of frequency were babies who cried excessively, maternal 
fatigue, abnormalities of the breast and inadequate lacta- 
tion. It may be noted that of 68 of the mothers who 
worried because the baby cried excessively, in 29 cases the 
crying seemed to be associated with underfeeding (that is, 
they gained less than 5 oz. per week) but in 34 cases there 
was no evidence of this. 

Although 16 mothers were under strong pressure from 
outside influences to give up, only 12 did so for this reason 
alone. All mothers who expressed a strong preference for 
bottle feeding gave up breast feeding within a few weeks. 


Class Differences 

In general it appeared that women in the upper social 
classes experienced such difficulties as a crying baby, in- 
adequate lactation and general fatigue more often than 
women in the lower classes. These women had more 
difficulties with poor housing and more of them expressed 
antagonism to breast feeding. Nevertheless it appeared 
that women in the upper groups gave up less easily than 
women in the lower groups because they seem less easily 
discouraged. 

The investigators conclude their study with an 
interesting discussion which all midwives would do well 
to read: “. . . After studying breast feeding in Aberdeen 
for several years we have been forced to recognize that 
remarkably few mothers say that breast feeding was easy 
and satisfactory and even fewer that it induced happiness 
and exhilaration. . . It is important for the medical and 
nursing professions to decide whether this remarkably con- 
sistent testimony by mothers that breast feeding is seldom 
an unqualified success and that bottle feeding gives less 
trouble on the whole, should be accepted or refuted.” 
Hytten, F. E., Yorsten, J. C., Thomson, A. M., British Medical 
Journal No. 5066. 310. 












Talking Point 


VERY DAY IN THIS OFFICE we receive press cuttings 
Fratout nurses in all their activities from all over the 

country. Usually they deal with happy events; prize- 
givings, weddings and successes that nurses have gained in 
other fields—such as the recent election of the first nurse 
to Parliament—representing the Kelvingrove Division of 
Glasgow. But with equal regularity, though fortunately 
only in small numbers, we get the press cuttings of wrong 
drugs given, injections that have been discontinued, drugs 
not adequately witnessed—and all of these have led to 
tragedy. 

None of us is infallible, and whoever is responsible for 
a drug mistake has the sympathy of everyone in the pro- 
fession—but it may cost a life; and this happens too fre- 
quently: if it only happens once a year it is too often. 
Recently the Minister of Health, perturbed by such 
occurrences, set up a special committee to examine this 
subject and the Committee’s recommendations* have had 
wide publicity in the press and are obtainable from any 
bookseller. Perhaps it is because these recommenda- 
tions are official that people tend not to read them. This 
is a great pity—because the booklet is very readable and 
moreover it is about something that we do every day of 
our lives. We administer drugs—dangerous drugs—and a 
patient’s life may depend upon our security measure. 

Is it too much to hope that every one of us obeys a 
few simple rules? Only to give drugs that have been 
written up by the doctor, with his signature—and not dis- 
continued; for two people always to look at the prescrip- 
tion, and look in the drug book to see that the drug has 
not already been given; to check the drug itself and then 
to administer it to the patient, and if he is not known 
to both donor and witness, to make sure of his identity. 
That is all that it amounts to, really. 

What are the factors that most commonly lead to 
error? Lack of time? In the busy rush of the ward, time 
must always be taken to do this checking properly. Mis- 
understanding of the prescription or lack of knowledge of 
the drug? No responsible nurse will ever ask another to 
check a drug if the other one is at all doubtful—she will 
get someone else, preferably senior. A good case in point 
is Omnopon. This is now widely dispensed as 
Opoidine; if one of the nurses is unsure of this refer to a 
pharmacopoeia, but do not let the other nurse, just take 
someone’s word for it. If a drug or dosage is unfamiliar 
query it. Never mind that it takes extra time; it is worth 
it if it is to avoid an accident. 

Let us have fewer still reports in the papers about 
drug mistakes. Remember, their lives are in our hands. 
*H.M. Stationery Office, 2s. WRANGLER. 


THE PRACTITIONER 
MARCH 1958 


HIS MONTH’S ISSUE of The Practitioner, that excellent 

monthly magazine, is devoted to domiciliary care. 
It includes helpful and practical articles on the care of the 
bedridden patient, the incontinent patient, the pyrexial 
child and the crippled rheumatoid patient. Written 
primarily for the family doctor, this journal gives the 
latest medical developments and, usually, each month 
a symposium on one particular group of diseases. It should 
be of inestimable value to the sister tutor and to the ward 
sister or private nurse. 
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ROYAL COLLEGE OF NURSING MEMORANDUM ON 


MOSTITAL: “LAUNDRY 


ARRANGEMENTS 


committee to investigate and report on hospital 

laundry arrangements and the Royal College of 
Nursing welcomed the opportunity to submit opinions 
on the subject to that committee. A working party was 
set up under the chairmanship of Miss T. Turner, A.R.R.C., 
matron, St. Thomas’ Hospital, and the findings of the 
working party are summarized below, but as the matter 
is one of interest to every ward sister throughout the 
country we urge our readers to read the whole report*. 

The College regrets that there was insufficient time 
for detailed investigation in support of opinions expressed 
on certain of the points. The inquiries undertaken have, 
however, disclosed the need for research into a number 
of the problems involved, such as the most suitable 
fabrics for use in hospitals and their correct laundering. 

A selection of specific questions posed are also 
answered at the end of the College report, for example: 

“Within the laundry what arrangements and processes 
are needed to protect the staff and produce clean sterile 
linen for the wards?” 

“A. It is presumed that the phrase ‘sterile linen’ 
means pathogenic bacteria-free. To protect the staff and 
produce clean ‘sterile’ linen, the entrance and the reception 
room for soiled linen should be separate from the despatch 
department; the staff working in the reception depart- 
ment should wear protective clothing and be instructed 
in safe techniques.” 

“Tf linen is washed at boiling point and then put damp 
through calendars or if towels are dried in very hot 
tumblers they will be found to be bacteria-free.” 


T= CENTRAL HEALTH SERVICES COUNCIL set up a 


It is doubtful if any laundries ever completely satisfy 
all their customers; one essential requirement, however, 
of hospitals is for flexibility in order to meet fluctuating 
demands and sudden emergencies. 


Types of Hospital Laundry Arrangements 


Three types of laundry are considered: 

(1) a hospital’s own laundry; 

(2) a laundry provided for a hospital group or by a 
regional board; 

(3) commercial laundries. 


1. A hospital’s own laundry 


There appear to be certain advantages if the hospital 
has its own laundry, providing it is efficient, well managed 
and has up-to-date equipment. The strong feeling of 
loyalty that is usually present in a hospital laundry staff 
is a very valuable asset in emergencies. There should be 
no handling of fouled linen until it has been sluiced; the 
laundry staff should be responsible for this. 

Too often the machinery of hospital laundries is 
out of date and inefficient and there is often difficulty in 


* Memorandum obtainable from the Royal College of Nursing, 
price 1s. 3d. 


recruiting staff owing to competition from commercial 
enterprises that offer high wages. 

The College considers it essential that there should be 
a laundry manager who should be able to select his own 
staff and work in close co-operation with the matron, 
who should in no circumstances whatsoever be responsible for 
the laundry. This is just waste of nursing experience. 
It is suggested, however, that an administrative sister 
should be appointed liaison officer. 

The procedure in the wards with soiled linen should 
be as follows. 

Soiled linen should be placed in containers at the 
bedside. Strong canvas bags, marked with the name of 
the ward, which hook on to a special trolley, and have a 
drawstring which when tight can be sealed with a small 
metal seal, have been found to be extremely efficient. 
In no circumstances should nurses handle the linen again 
once it has been removed from the beds and also in no 
circumstances should any articles be washed in the wards. 
No counting of linen should be undertaken in the ward. All 
these procedures are a waste of nursing time and an 
added source of infection. 

Sealed bags of soiled linen should be collected and 
transported to the laundry by porters, who will bring a 
fresh supply of clean bags. Lifts used for patients and 
food trolleys and main corridors should be avoided where 
possible. 

Where there are laundry chutes, they should be big 
enough to take the filled bags. 

Clean linen should be returned in locked baskets 
lined with paper. 

If it is considered necessary to count soiled linen in 
the laundry it should be done in the laundry by a member 
of the laundry staff in the presence of a ward orderly, 
each ward having its proper time for collecting and 
witnessing the counting. 


2. Group or regional board’s laundry 


In some areas laundries have been set up to serve a 
number of hospitals. In addition to many of the same 
conditions as apply to hospital laundries, there is the 
additional factor of transport which may prove costly 
both in time and money. 

Procedure similar to that described above should be 
observed, but it will be necessary for the linen to be 
counted in a special despatch department before being 
transported to the laundry, and it should be accompanied 
by a list. 


3. Commercial laundries 


Usually commercial laundries provide an efficient 
service with modern equipment; the laundry manager 
will be in close touch with modern research and, on the 
whole, losses will probably be lower than in hospital 
laundries and there is generally compensation for loss. 

It may be difficult for commercial laundries, especially 
in small towns, to cope with emergencies owing to small 
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reserve capacities of staff and machinery, and holiday 
periods or breakdowns can lead to very great incon- 
venience. 

No commercial laundries appear to be equipped with 
necessary resources to deal with fouled linen. This means 
the hospitals have to undertake the sluicing and mopping 
before despatch. When commercial laundries have been 
asked to handle fouled linen the charge has been exorbitant. 


Avoidance of Infection 


Fouled linen (contaminated by excreta, discharge or 
blood) and infected linen (from respiratory or intestinal 
infections) are strong sources of infection and its spread 
needs careful avoidance. 


1, Fouled linen 

At the bedside fouled linen should be put into similar 
extra strong canvas bags to those described above, which 
should be clearly marked ‘fouled’ and bear the name of 
the ward. In no cases whatsoever should any sluicing be 
done in the wards or annexes, nor should special washing 
machines be installed in annexes for this purpose. Herein 
lies a considerable risk of infection to nurses and other 
staff undertaking this duty. There is not enough room in 
the annexes and sluices for ‘sluicing’ or ‘mopping’ of 
linen, nor is there space for putting the damp linen 
afterwards and it is waste of valuable nursing time. 

Having been transported in bags to the laundry, 
the fouled linen should be tipped direct into a special 
washing machine with a constant flow of cold water. 

Where the hospital does not have its own laundry, 
there should be a central mopping room with a special 
washing machine to deal with the fouled linen of the 
whole hospital; after sluicing in cold water the linen 
should be rough dried and then sent to the main laundry 
for washing with the rest of the linen. 

In no circumstances should fouled linen be counted 
until it has come out of the special washing machine. 


2. Infected linen 

Two types of infections are dealt with here: (a) all 
linen from patients suffering from respiratory or other 
contagious or airborne infections but not contaminated 
by excreta; (6) linen used by patients suffering from 
gastro-intestinal diseases or other diseases where discharge 
is the prime factor in infection, and fouled linen from 
patients with respiratory infections. 

All staff dealing with infected linen should wear 









331 





protective clothing. 

(a) Respiratory infection. Infected (but not fouled) 
linen should be placed in linen bags at the bedside clearly 
marked ‘infected linen’. When full, the bag should be 
sealed and collected twice daily to be autoclaved or dis- 
infected in a vapour gas disinfector, bag and all; the linen 
should in no circumstances be handled again until it has 
been so treated. Then it may be counted as soiled linen. 

(b) Intestinal infection. Infected linen should be 
placed at the bedside in covered receptacles containing 
disinfectant and then stored in the annexes or on the 
balcony for the necessary length of time. In the laundries 
this linen should be put through a wringer and dryer; 
it can then be treated as ordinary soiled linen. 

In no circumstances should infected linen be counted 
until it has been treated and rough dried. 


Adequate Control of Linen Stocks 


Responsibility rests on all members of all hospital 
staffs to see that all measures to avoid loss are used. 

In effect, this means keeping linen room doors 
locked and sealing bags of dirty laundry and locking 
baskets of clean. Regular checks of discrepancies are 
suggested. 


Central Linen Store 


A central linen store has many advantages, but must 
be properly controlled by a supervisor with a trustworthy 
staff. Space is essential, and a marking and mending 
room should be adjacent. A central store reduces the 
amount of linen stored in each ward, obviates the necessity 
for individual ward marking and relieves the ward sister 
of much work and responsibility in looking after her own 
linen. Taking everything into account the working party 
is of the opinion that a central linen store outweighs any 
disadvantages it may possess and relieves ward sisters 
of much work, worry and responsibility. 

The memorandum goes on to deal with some special 
problems that arise in the control of laundry and linen: 
with the problem of stains, the washing of blankets and 
research into alternative fabrics suitable for use in 
hospital. The ever-increasing problem of radioactive 
linen is dealt with—the linen must be stored in special 
bins until radioactivity is minimal and monitored at 
intervals by the physicist. The special problems of mental 
hospitals and children’s hospitals are also dealt with. 


Summary of Recommendations 


1. Under NO circumstances should: 

(a) soiled linen be counted in the wards or departments; 

(b) any articles be washed in the wards or departments; 

(c) any sluicing of fouled linen be undertaken in the 

wards or departments; 

(d) fouled or infected linen be counted until it has been 

sluiced or disinfected. 
2. Soiled linen should be: 
(a) put into canvas bags at the bedside hooked on to 
a trolley; 
(6) transported to the laundry in sealed containers; 
(c) counted and checked in the laundry or despatching 
room by a member of the laundry staff and a ward 
or special orderly. 
3. Fouled linen should be: 

(a) put into strong canvas bags at the bedside, 
bearing the name of the ward and marked ‘foul 
linen’ ; 

(b) transported to the laundry in sealed containers; 


(c) transported in special lifts, otherwise if the same 
lifts have to be used for patients and food trolleys, 
the sealed bags should be placed in covered zinc 
containers; 

(d) sluiced in a special foul washing machine, rough- 
dried and then counted and checked; 

(e) dealt with in a central mopping room where the 
hospital does not have its own laundry. 


4, Infected linen should: 

(a) where patients are suffering from respiratory 
infection, be put at the bedside into covered 
containers or strong canvas bags distinctively 
marked. When full they should be sealed and 
collected by porters to be autoclaved or disinfected 
in a vapour gas disinfector ; 

(6) where patients are suffering from intestinal infection, 
be put at the bedside into covered receptacles 
containing suitable disinfectant solution and stored 
for the appropriate time in the ward annexe or on 











the ward balcony. The infected linen should be 
transported to the laundry in sealed bins, put through 
a dryer and then counted and checked. 


5. Nursing staff must accept the responsibility for ensuring 
that the infected linen has been adequately disinfected 
before being sent to the laundry. 


6. All staff dealing with the infected linen should wear 
protective clothing. 


7. All babies’ napkins should be treated as infected linen. 
There should be a more widespread use of destructible 
napkins to reduce the risk of infection. 


8. All linen (that is, soiled, fouled, infected and clean) 
should be transported to and from the laundry in locked 
containers. 


9. Arrangements for the counting and checking of linen 
must be satisfactory to both ward and laundry, and, 
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where it exists, the central linen store. 


10. All linen should be adequately marked and all staff snl 


accept a measure of responsibility to avoid loss and 
ensure economy in the use of the linen. 

11. Provided adequate space can be found for it, a centr 
linen store has considerable advantages. 

12. Hospitals with their own laundries, group or regicall 
board laundries, should be under the control of a laundry 
manager. 

13. All woollens and small articles should be washed ing 
special section of the laundry or a separate room ge 
aside for this purpose. 

14. All hospitals with their own laundry should have a i 
cleaning department. 

15. Research is recommended into alternative material 
for and methods of dealing with the cleansing and w ashing 
of blankets. 


The Worthing Experiment 


A DISTRICT MENTAL HEALTH SERVICE 


1950 to 78,000 in 1955, when such hospitals were 

overcrowded to the extent of 18,000 patients. An 
outpatient service can do much to lessen the need for 
admission to mental hospitals: this was the basis for the 
two-year pilot experiment to provide domiciliary and out- 
patient treatment for the mentally sick planned by the 
South West Metropolitan Regional Hospital Board with 
financial help from the Nuffield Provincial Hospitals 
Trust. After 10 months, three doctors at Graylingwell 
Hospital, Chichester (taking part in the scheme), writing 
in The Lancet, estimate that they have sufficient evidence 
to prove that such a service can do much to ease the ever- 
increasing strain on mental health services. 

The area chosen was nine miles east and west of 
Worthing along the coast, and extending eight miles in- 
land. This area of 144 square miles has a population of 
160,000 people. The population is very varied in its class 
structure, occupation and way of life. There is a very high 
proportion of elderly people in Worthing itself. This area 
is within the catchment area of Graylingwell Hospital (with 
its short-stay unit, Summersdale Hospital), but sufficiently 
remote (22 miles) to show if it is possible to provide 
psychiatric treatment for large numbers of patients with- 
out the immediate availability of the resources of a modern 
mental hospital. 

The staff included two full-time and one part-time 
psychiatrist, a psychiatric social worker, an almoner and 
an occupational therapist; a trained psychiatric sister 
lives at the centre and during weekdays there are two staff 
nurses and two ward orderlies. 

In the first 10 months of the service, 1,192 patients 
were dealt with (376 men and 816 women), of whom 1,100 
were new cases. Most of the patients were referred by their 
family doctors and some of them were seen in the out- 
patient department of Worthing Hospital which provided 
a close link with the local hospital of great value. 

Over 1,000 domiciliary visits were paid by the psychi- 
atrists to 432 patients. Each patient had a thorough 
physical examination and laboratory investigations before 
starting any treatment. The most frequently used type of 
treatment was electro-convulsive therapy, then psycho- 
therapy, modified insulin and a very small percentage had 
drug abreaction. 

West Sussex has been very fortunate in having been 
able to educate the public to accept mental disease by 


\ DMISSIONS TO MENTAL HOSPITALS rose from 56,000 in 


means of talks and visits to mental hospitals so that 
psychiatry and mental hospitals are no longer mysteries, 
Full co-operation with both the patient and his family is 
essential for the success of this scheme. For outpatient 
treatment favourable home conditions are necessary; if 
this was not so the patient has been transferred to a 
hospital. Suicide risks in a depressed patient have some- 
times made it necessary to advise admission, but witha 
favourable and sympathetic home background, outpatient 
treatment has often been given with success. 


Effect on Hospital Admissions 


The real criterion of the success of this pilot scheme 
was its reflection on the admission figures of the two mental 
hospitals within whose catchment area the Worthing 
district lies. 


1956 1957 Difference 
Admission from catchment 
area served by Worthing 
experiment 548 224 —324 (—59%) 


Admission from catchment 

area not served by 

experiment... . 603 626 + 23 (+ 4%) 
Total admissions .. . 1,151 850 —301 (—26%) 

The writers conclude, after 10 months of the two-year 

survey, that there is sufficient evidence to show that such 
an outpatient service can do much to ease the strain on the 
mental hospital. They suggest that the scheme may serve 
as a blueprint for future psychiatric practice, each catch- 
ment area having at its centre an efficient mental hospital, 
with satellite outpatient treatment services which ensure 
that only those patients are sent into hospital who really 
need be there. 
(Carse, J., Panton, N.E., and Watt, A. Lancet, 1958. 1. 39.) 


(On February 3, Dr. Donald Johnson (Carlisle) asked if 
the Minister of Health was aware of the Worthing Scheme and 
its results in 10 months and would he make an actuarial in- 
vestigation into the saving of hospital costs bearing in mind 
that {560 17s. 7d. per case was the average hospital cost of 
each admission—the total cost from admission to discharge. 

In a written reply the Parliamentary Secretary to the 
Ministry said he was watching the experiment with interest. 
He continued that it was not possible to estimate any financial 
savings which might result, as although there were fewer ad- 
missions there was, during the year, no appreciable change in 
the number of in-patients in the hospital.) 
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Specially designed for the spondylitis 
patient, this self-propelling wheel- 
chair accommodates the rigid spine. 
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o%) A drinking device with a stop to 
prevent the glass from tilting too far 
forward; if only three-parts filled it 

4%) cannot be upset by the patient. 
5%) 
ear ose ENGINEERING PRINCIPLES, delicate precision 
uch work, and a study of the actual needs of the handicapped, 
the both at home and in hospital, have been responsible for a 
Tve temarkable range of instruments to help the disabled by a 
ch- small London firm who can justly claim to be specialists 
tal, in this field of invention. 
ure In addition to the more familiar aids to toilet, house- 
ly hold work and ordinary everyday activities (some per- 

fected to an amazing degree), many novel instruments and 

gadgets have recently been introduced. These range from 
| if a comfortable and handsome upholstered armchair with 
nd nothing to show that it disguises a self-propelling wheel- 
in- chair—to a new safety ferrule for crutch or walking stick, 
nd which operates on a swivel, so that whatever the angle at 
of which crutch or stick meets the floor, the rubber suction 
e, ferrule is always flat on the surface, giving added safety 
¥ and confidence. 
‘ai __ New also is the writing aid pictured above for patients 
d- with Parkinson’s disease; the shock-absorbing springs 
in counteract the trembling, while the writing is actually 






done by movements of the arm and elbow instead of the 








Helping the Handicapped 
to help Themselves 


Left: a playing card holder 
and, on the vight, an in- 
genious brush-holder made 
of washable perspex for 
painting by mouth, It has 
a grooved grip for the teeth 
and a stop to hold it firmly 
in position against the lips. 


A writing aid for patients with Parkinson’s disease: springs act as shock 
absorbers to counteract trembling; the wrist is slipped under the expanding cuff 
and the hand is placed on a perforated perspex vest. Writing is carried out by 
movements of the arm and elbow, and the technique is very soon mastered. 


hand and fingers. This was tried out recently among a 
group of patients in a London hospital; within ten minutes 
they had all mastered the technique and found they were 
able to write legibly and well and, of course, their morale 
improved immediately. 

A holder for an electric razor is designed for those with 
disabled hands and there is a range of specialized aids to 
enable mouth or head to take the place of hands totally 
disabled. Different gadgets applied as needed on one of 
these head attachments will enable the person with 
paralysed limbs to switch electricity on and off, take, and 
make, a telephone call, light his own cigarette and turn 
the pages of his book. 

Mr. Emil Andrae, who has made a special study of 
this work over the past 20 years, and his son who has now 
joined him, spend much time travelling both at home and 
abroad. A comprehensive consultative service has been 
established, visiting individual patients, hospitals and re- 
habilitation centres in France, Belgium, Spain, Germany 
and other countries in Central Europe. Mr. Andrae hopes 

(continued on page 339) 
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Pound Lane Clinic, Willesden— 


Bee NEW CLINIC AT PouND LANE is a bright, At present there are seven health visitors, two 
colourful building in the heart of a north-west school nurses, a clinic nurse and a clerical staff of 
London suburb. Dealing chiefly with patients from five. Visiting medical consultants and medical 
maternity and child welfare clinics and with school- auxiliaries all have sessions. The health visitor in 
children, it provides ante- and postnatal care, treat- charge is Miss E. K. Pankhurst. 

ment of minor ailments, 

dental treatment and ortho- 

dontics, chiropody and 

speech therapy for pregnant 

and nursing mothers, babies 

and schoolchildren. In the 

small gymnasium physiothe- 

rapists carry out relaxation 

classes and treat children 

with orthopaedic defects. 


The one-storey building of the new Willesden clinic at Po 
Lane, built by Middlesex County Council at a cost of £36) 
Left: a doctor examines a baby 
in the infant welfare department. 


elimalment ¥00" 
lean corride 


Left: a schoolboy receives treat- 
ment in the chivopody department. 
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— OFFICIALLY OPENED BY THE 
MINISTER OF HEALTH ON MARCH 18 


te 


Left: Dr. P. Snow 
giving a Salk-type 
anti-polioinjection 


Below: prams can 

be left under cover 
in the special 
shelter provided. 


A young patient’s eyes ave examined by means of a syn- 
optophore in the orthoptics department of the clinic. 


In the infant welfare department a health visitor chats 
with a mother about her baby’s progress. 


j 
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Mothers and children 
at the reception desk. 





Agnes 
Elizabeth 


Pavey 
Award 


HELLINGLY 





PRACTICAL 
CONTEST 
AT 
HORTON 
HOSPITAL 





Above: the members 
of the winning team 
from Hellingly 
Hospital, with their 
matron, Miss J. M. 
Bradley, Miss G. 
M. Godden, Miss 
Agnes E. Pavey, 
Mr. Thompson, 
chief male nurse, and 
Mr. Winter, princi- 


pal tutor—both of 


Hellingly Hospitat. 


Left: the winning 
team from Hellingly 
Hospital in action 


Above: the team from 
Tooting Bec Hos- 
pital, London, 


Left: the team from 
Holloway Sanatori- 
um, Virginia Water, 
during the contest. 
See also picture on 
page 322. 


HOSPITAL, SUSSEX, WIN THE TROPHY 


HE PRACTICAL PART Of this con- 

test for student mental nurses 
was held at Horton Hospital, 
Epsom, on Tuesday, March 11, 
The teams had arrived at the final 
practical test by a preliminary 
round of an essay. This was 
required also of the general hos- 
pitals before they could enter the 
final contest for the Marion Agnes 
Gullan Trophy. In the literary 
part of the contest competitors 
were asked to name three people 
who were considered to have made 
a great contribution to the world 
and discuss whether the best use 
had been made of their achieve- 
ments. 

The subject of the practical 
test is a project, presented to all 
three teams, who then have to 
carry it out in the time allotted. 
The project this year was to con- 
duct an occupational therapy class 
for a group of patients in a ward 
and, during the last five minutes, 
to discuss with each other what 
had happened and prepare a 
report for the sister. 

Three hospitals qualified for 
the final contest: Tooting Bec 
Hospital, London, Holloway San- 
atorium, Virginia Water, Surrey, 
Hellingly Hospital, Hailsham, 
Sussex, and teams of three nurses 
each took part. 

The whole contest was most 
interesting. Four most realistic 
patients (supplied by Casualties 
Union) typified various aspects of 
mental disorders. There was the 
aggressive interfering lady who, 
Ophelia-like, constantly plucked 
at and rearranged flowers; the 
silent suicidal one who secreted 
knitting needles and the nurses 
scissors; another one who seemed 
bored to distraction and could not 


(continued on page 346) 
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ge EOPLE are getting married earlier these days. The 
_}most popular age seems to be between 20 and 25 
- years or younger. Just the age, in fact, when nurses 
. are in training, going on to post-registration courses 
of taking up their first appointments as trained nurses. 

The question is: can you go on nursing when you get 
married? 

Some figures from the General Nursing Council for 
England and Wales show that of the 9,000 or so student 
nurses who discontinued training between April 1, 1955, 
and March 31, 1956, over 1,000 left because they were 
getting married. So the answer of quite a large number of 
student nurses to our question would seem to be: you 
can’'t—for one reason or another. 

The same answer would be given by many trained 
nurses who have married. The Dan Mason Research 
Committee which inquired into the work of staff nurses 








within two-and-a-half years of qualifying found that out 
of 866 of the trained nurses who answered the committee’s 

tions, 32.4 per cent. were married; of these, 62 per 
cent. had left nursing. 

We put the question to some married nurses recently 
—to a health visitor, a student nurse, a nurse who gave up 
nursing on her marriage (but found the neighbours had 
other ideas!) and to three of her friends. And we also 
delved into some old papers, history books and ancient 
copies of the Nursing Times to see what people thought 
about it in bygone years. 

Time was when it was an unwritten law that nurses 
gave up their work on getting married. And, as in all 
old-established institutions, buildings, organizations or 
customs, remnants of the past cling to the present—for 
better or for worse. 









What Florence Nightingale Thought 


We usually date the beginning of nursing as a pro- 
fession from the days of Florence Nightingale. Although 
she turned down an offer of marriage herself, she seems 
to have had no specific objection to married nurses. Some 
of those who went out to the Crimea with her were 
married. Indeed her concern for them is shown in a letter 
of Mrs. Nightingale’s: ‘‘Flo’ has been writing incessantly 
about her nurses’ families . . . and she scarcely mentions 
anything else.” 

But Florence Nightingale remarked on one occasion, 
“It seems a commonly held idea among men, and even 
among women, that it requires nothing but a disappoint- 
ment in love, or incapacity in other things, to turn a 
woman into a good nurse.” One can almost see the twinkle 
in her eye. However, we discover that Miss Elizabeth 
Torrence, who became matron of the newly-built infirmary 
at Highgate, London, ‘“‘fell from grace in Miss Nightingale’s 
eyes by becoming engaged to be married”. (Life of 
Florence Nightingale, by E. T. Cook, Vol. 2; Macmillan.) 

A nurse of The London Hospital said of Miss Eva 
Luckes, who became matron in 1880 at the age of 24, that 

she thought it quite an unforgivable sin for a nurse to 


in the days when walking out with a medical student 






MARRIAGE AND NURSING 


A Not-Too-Serious Dissertation on a Topic of Perennial Interest 


meant instant dismissal, the matron of St. Thomas’ 
Hospital wrote to Miss Nightingale of a nurse:. “Although 
I have not the slightest reason to doubt her moral 
character, her manner, nevertheless, is objectionable, she 
uses her eyes unpleasantly; as her years increase, this 
failing—an unfortunate one—may possibly decrease.” 
Poor girl, perhaps she was only looking for a husband. 

But we can see that these attitudes were also reflec- 
tions of the attitude of the times towards women. One 
got married and had lots of children or one became a 
governess or took up some other genteel occupation. 
Whatever Miss Nightingale’s personal views on marriage, 
her determination to change nursing from a job for drunks 
and ne’er-do-wells to a profession for educated women 
necessarily imposed conditions that left would-be nurses 
little opportunity or time to get married. And the 
domestic life of those days, without labour-saving equip- 
ment and materials, without ready-to-eat foods and 
ready-to-wear clothes, left married women no time for 
any kind of work outside the home, certainly for nothing 
as time-consuming and exacting as hospital nursing. 

Fifty years ago the Nursing Times remarked: “In 
other than the labouring classes, it is still rather the 
exception than the rule to train girls for a career; they are 
encouraged to wait during the early years of womanhood, 
and if the chance of marriage fails, they take up some 
work, without any proper training, and swell the ranks of 
the incompetents.” Marriage, it seems, was the only 
possible aim for women. 

A jump over 25 years brings us this remark of a 
late Governor of the Gold Coast (now Ghana): “Careful 
selection by the Overseas Nursing Association seems to 
provide not only skilled nurses but women of just the 
right type for settlers’ wives. Five sent out successively to 
replace each other were swept into matrimony shortly 
after their arrival.” The idea that marriage and nursing 
cannot be combined seems to be still firmly fixed. 

How did this come about? Is it because nursing can 
be as emotionally satisfying as marriage? Both nurses 
and wives look after people who need them. Or is there a 
more practical cause? Both nursing and marriage demand 
whole-hearted loyalty; very few women feel able to be 
loyal to both when the demands of one compete with the 
other. 


Hospital Views Today 


Let us leave the past behind and see what the 
position is today. The need for more and more nurses has 
led to some changes. More and more matrons and public 
health nursing officers are finding that they cannot manage 
without married nurses, whether they will cr no: in the 
nursing sections of some recent annual reports of hospitals 
this is emphasized again and again. One says: “There has 
been a marked increase in the number of married nurses, 
a trend that will certainly continue. Hospitals will have 
to depend to an increasing extent upon part-time or whole- 
time staff with home commitments and it calls for fresh 
thinking in the way wards are staffed and duties allo- 
cated.” (Bromley Group Hospital Management Com- 
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mittee, Annual Report, 1957). Another points out some 
of the difficulties: ‘Although we are indeed grateful for 
the loyal and very conscientious way in which part-time 
nurses carry out their duties, when they are mostly 
married women who have domestic responsibilities of 
their own, there are many disadvantages when their 
proportion to the staff as a whole is so great. It is much 
more expensive for various reasons. In addition, as they 
so often have family ties, it is only natural that in a 
domestic crisis, their loyalty to their home has priority 
over their duty to the hospital. The most serious difficulty 
however, has been the fact that they have so rarely been 
able to work at night or at weekends. This has made our 
own student and staff nurses do a disproportionate amount 
of night and weekend duty.” (The Retreat, York, annual 
report of the Physician Superintendent, 1956.) 

So it seems that married nurses are needed whatever 
the practical difficulties and whatever the opinion of 
authorities and colleagues. 


Personal Views 


What are the views of nurses themselves? Below we 
print the personal views of some married nurses who sent 
us replies to our question: how can you get married and 
go on nursing? Mrs. Hortense Gordon, a health visitor 
in London writes: 


I began training at the age of 21 because I felt this was 
the work I wanted to do for the rest of my life. I took one 
training after another, I won medals—in short I was pro- 
nounced a career girl—and so I am up to a point. 

When I got married, two years after completing my 
health visitor’s course, many people I knew shook their 
heads in surprise. Nobody thought I would give up my work 
for domestic life. I was in fact happy to continue my job 
in spite of marriage, and I felt I was being a much better 
health visitor. In this work the experience of a married 
woman is of great benefit. The health visitor’s job is to help 
mothers overcome their difficulties whatever they may be. 
Only those who know the joys and sorrows of married life 
can, to my mind, place themselves in the position of those 
they try to help. Many mothers prefer to discuss their 
problems with another married woman. 

A few years later my first baby was born and after three 
months’ absence from work I returned to my district. My 
decision to return to work and leave my baby was frowned 
on by many, but I did not leave her in the sense that I forgot 
about her while away. The thought of her spurred me on. 
I was now able not only to pass on knowledge I had gained 
one way or another, I could also give mothers the benefit of 
my personal experience. I knew now what agony one suffers 
when the baby cries ‘for no reason at all’; .. 

I soon made up for the hours my baby and I had to spend 
apart. I did everything for her when I came home and 
always made time to play with her. My husband had a wife 
and my child a mother who came home to them stimulated 
by the experience of her daily work... 

The combination of professional and family life is not as 
incompatible as it might appear. And I would say to those 
of my unmarried colleagues who think we should stay at 
home, that wives and mothers in the profession have a useful 
contribution to make. 


A student nurse from abroad, who has managed to 
continue training and look after a husband and two chil- 
dren, has this to say: 


I got married during my training and some time after- 
wards was obliged to give up when my babies were on the 
way. 
I stayed at home for two-and-a-half years to look after 
the family. I wanted to set about having my home well- 
organized and when I thought I had mastered things suffi- 
ciently I discussed the desire to finish my training with my 
husband ... I got his consent and co-operation and was 
fully aware of the difficulties to be faced. These are some of 


the main ones. 

The home and family are left in the care of other 
The children go to a nursery school and when I get home 
from work at 8.45 p.m. they are asleep and I see nothing of 
them. My food and laundry bills are high because mog 
things have to be delivered. I have some domestic help, two 
hours in the mornings and three in the afternoons. My 
holidays have to be booked to suit my husband’s. Night 
duty is difficult, there is not enough time for recreation, rest 
and study. 

My biggest problem is when one of the family is jj} 
My husband was ill a few months ago and had to go to 
hospital. It was impossible for me to visit him every day 
because visiting hours did not coincide with my worki 
hours. I had to change my part-time help to full-time. When 
he came out of hospital I had to make arrangements to have 
weekends off... 

I get some opposition from colleagues who seem to think 
that a married woman’s place is in the home. They say it is 
impossible to concentrate on home and career at the same 
time and that the children are robbed of security and love... 

I think a great deal of pleasure and satisfaction can be 
derived from combining marriage and career . I have 
found it possible to concentrate on home when I am there 
and on training when I am in hospital. Having outside 
interests has prevented me from becoming self-centred in 
the tiny world of home and family. My daily knowledge is 
increased. I am doing the training I especially came to this 
country to do... My children are learning to fit themselves 
into social life and are less shy and much more independent 
than they were in a home environment. 


‘Wasted Profession?’ 


We can argue whether or not training and marriage 
can be combined successfully, but no one would deny this 
student nurse’s courage. Mrs. Mary Steer of Bristol sent 
us the next account, with the title ‘Wasted Profession?’ 


I almost felt mine was when settling down to married 
life. I missed the company I had always found so jolly in 
hospital. It was so dull—just housework and shopping—not 
even a baby then to practise my knowledge on. 

Then it leaked out among the neighbours—I was a 
nurse . . . I found myself listening to all sorts of lurid tales 
about ‘my operation’ and even began to doubt my own know- 
ledge when one dear soul confided to me that she couldn't 
bave any more children because ‘the first got caught up in 
my ribs’. 

It was not long before I became a sort of unofficial 
consultant to the neighbourhood and my back door became 
an ‘ask me’ kiosk for agitated ladies who were overdue ... 

But nursing experience has been truly invaluable in 
dealing with accidents at home and has made my children’s 
illnesses much less frightening affairs than they must be to 
the mother who relies only on instinct. 

I have found nursing a disadvantage however in giving 
birth to my children. I have bad three and I’m quite sure the 
labour ward staff were glad to see the back of me. When you 
know the lateral position is used for delivery and you are 
suddenly told to turn on your back after you have been 
pushing for ages, and you see the stirrups going on the end of 
the bed, you think, ‘‘Oh it’s a breech—or a face—or can it 
be a brow?’’—and you panic... 

Maybe memory lends enchantment but some of my 
happiest days were spent as a student nurse and lifelong 
friendships were made. I will certainly encourage my own 
daughter to be a nurse when she grows up. So I do not think 
a career like nursing is thrown away when one gets married. 


In her ‘further reflections’ Mrs. Steer tells us of three 
friends: 


One in a remote Derbysbire district copes with district 
midwifery, a home and two small girls. Her husband is an 
agricultural worker and she is blessed with a very obliging 
mother-in-law. 

Another girl I know carried on with district midwifery 
and worked from home so that she and her husband could 
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pay off the mortgage on their house more quickly. It very 
nearly landed the marriage on the rocks! Her husband took 
a night shift job because he was fed up with a wife having 
many night calls. The situation worsened. No sooner had 
he taken the job than the babies arrived during the day. 
But my friend’s own pregnancy put a stop to that and she 
duly presented her husband with triplets—so then they both 
had to do day and night duty! 

... One thing I have learned is that I was not always kind 
and understanding enough to parents in my nursing days. 
[| know one has to be firm, but it was not until I had had 
my three-year-old boy snatched from me by a most abrupt 
purse, stabbed without warning with a shot of A.T.S., and 
dumped, screaming his head off, clad only in short pyjama 
coat, in a cot, that I knew the heart-rending of a mother. 


These then are the views and experiences of some of 
today’s married nurses. We would be interested to hear 
other views and opinions. 






E.B., S.R.N. 


WEDDINGS AND BIRTHDAYS 


o the Registrar-General’s Statistics on Marriage, 
Dirt and Divorce mean anything to you? Probably 









not: and yet buried in this formidable publication of 
H.M. Stationery Office published in February lie the 
facts behind many a romance and many a happy event. 

In 1956 there were 353,000 weddings, most of them 
taking place in March (the prosaic will recall the tax 
advantages of marrying in this month); 31,000 of the 
bridegrooms were under 21, 17 per cent. of them, but 
113,000, or 64 per cent., of the brides were under age. 
However, in 142 weddings, both bride and groom were 
over 75! Nevertheless, the most common age for marriage 
continues to be 21 for women and 23 for men. 

When we turn to motherhood we find the birth rate 
is slightly up on the previous year: 700,335 babies were 
born in 1956; 33,534 were illegitimate (4.8 per cent.). 
The stillbirth rate is steady as 23 per 1,000 births but the 
infant mortality rate fell slightly from 25 to 24 per 1,000 
live births. Of the 655,096 mothers in 1956, 96 were 
over 45 and 1,368 had 10 or more living children! There 
were 8,660 pairs of twins, 78 triplets and one set of quads. 

In spite of the rising birth rate, 13,201 children were 
adopted, boys being slightly more in favour than girls. 

Divorces were made absolute in 26,000 cases; nearly 
two-thirds of the divorced couples had no children. Less 
than 7 per cent. of the divorced couples had four or more 
children. There were more divorces when both husband 
and wife were aged 30-34 than in any other age grouping. 


HELPING THE HANDICAPPED 
TO HELP THEMSELVES 


(continued from page 333) 
soon to visit the University Hospital, Budapest, at the 
invitation of the surgeon in charge. 

__ They are able to ‘prescribe’ for each patient’s in- 
dividual needs, adapting their designs or producing new 
ones accordingly. Electronic devices, sometimes using 
voice tone vibrations, are used in the more elaborate equip- 
ment turned out at the firm’s small factory where a few 
disabled are always among those employed, and from 
which a constant stream of unusual instruments goes out 
to help the handicapped at home and abroad. 

_ Many qualities are evidently needed in building up 
this very specialized business: a sound engineering know- 
ledge and a familiarity with precision instruments; a know- 
ledge of physiology and not a little psychology; a certain 
amount of medical knowledge and understanding of 
medical terms; a knowledge of foreign languages, and 
above all, patience and enthusiasm and a genuine sym- 
pathy and desire to be of service to the less fortunate. 
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NATIONAL ASSOCIATION FOR 
MENTAL HEALTH CONFERENCE 


The Final Session 


ry CLARKE, medical superintendent of Fulbourn 
Hospital, Cambridge, opened the final session of the 
conference on the Report of the Royal Commission, on ‘The 
Implications for the Public’. Welcoming the report, he 
felt that despite criticism it was a signpost to the future; 
the clarification of the legal implications of compulsion 
were good and workable; it was almost the only part of 
the report upon which no one had had much to say, so 
acceptable were its provisions. The law had been clarified, 
a new tripartite classification compatible with modern 
medical trends had been made and the mental hospitals 
had been equated with the general hospitals. 

Throughout the conference, pleas had been made for 
the liberty of the individual both by Mr. Butler and the 
lawyer Mr. Jackson and yet, in the discussion, most 
applause had been given to the lady who made an im- 
passioned plea for the protection of the general public 
against indiscriminate discharge of mentally ill patients; 
a plea for putting away out of sight the physically de- 
formed mental defectives and for the termination of 
pregnancies of mental defectives. The press, in one in- 
stance, had devoted 40 lines to this, ignoring the rest of 
the conference. 

However irrational, emotional and lacking in human- 
itarian feeling such emotions were, they were very real and 
were present at times in all of us. They might be expected 
to arise in waves throughout the next few years, but we 
must keep them in perspective. 

Dr. Clarke traced the attitude of the general public to 
mental disease from the mediaeval attitude of acceptance 
and interest, through a period of ignoring the problem, to 
the Age of Reason when the humanitarian movement, led 
by Wilberforce, created a public belief that such illnesses 
could be cured, and with Pinel and Tuke of the York 
Retreat some of the most modern institutions were erected, 
out of the towns, on high ground with good water supplies; 
buildings that were far in advance of the contemporary 
general hospitals. Toward the end of the 19th century the 
public attitude reverted to one of segregation and ‘putting 
away’ the mentally sick. It was only within the last 20 
years that the public attitude had again become more en- 
lightened, due partly to increased publicity and also to the 
immense strides psychiatry had taken in the last two 
decades. Today the attitude was one of wanting to shelter 
the less fortunate among us and of seeking to give protec- 
tion, support and help. 

The report had appeared at just the right moment and 
had sounded just the right note; not too revolutionary— 
indeed most of the recommendations were actually being 
carried out all over the country. The future was bright; 
while there would always be a proportion of mentally sick 
with us, the public attitude was in sympathy and psychi- 
atry was on the verge of great discoveries. 

The closing speaker was a layman, Sir Keith Joseph, 
BT., a member of the Parliamentary Mental Health Group. 
He asked for three things: visitors for the mentally sick to 
be drawn from all strata of society and not just the man- 
agerial and professional groups (if necessary these. visitors 
should have a short training); greater co-ordination and 
co-operation, terms to which we all paid lip service but 
which few of us put into practice; and finally for the 
responsibility of each one of us as citizens to prevent 
mental disease—for kindness, compassion and tolerance 
and above all the alleviation of loneliness. 
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Life and Love 


BY A WOMAN DOCTOR 


INTRODUCTION 


FEW YEARS AGO, when my practice in obstetrics and 

gynaecology was at its busiest, the husband of a patient 

of mine approached me, “Doctor”, he said, ‘“‘my wife 
is different after a trip to your office, she’s more confident 
and, well, better. She says you talk to her. I’ve been wonder- 
ing, what do you tell her?” 

“I don’t know”, “I answered cautiously. ““Oddsand ends. 
About anything that seems to be bothering her”. 

The husband brooded over this a moment. 
you give your patients some kind of advice?” 

“Not really. We discuss the problem together until she 
understands.” I grinned. 

“Wonderful’’, he said, ‘‘I’m managing editor of a woman’s 
magazine, how about writing some of that experience down 
in an article for us’. 

“Impossible,” I told him. ‘I haven’t the time.” 

It was the truth. I was chief of Obstetrics and Gynae- 
cology at Women’s College Hospital in Toronto, where I 
operated every morning, saw a stream of patients in my 
office and delivered as many as 40 babies every month. My 
life was a cycle I preferred not to think of as a squirrel cage; 
I certainly had no time for writing. 


tad a] 


‘You mean 


I was in a remarkably tenable position to give advice to 
women. I had been watching the many lives of women for a 
quarter century. The adolescent with her terrible fears, the 
young wife with her dismay at love-making, the unmarried 
mother with terror in her eyes, the career woman, bitter 
because success seems empty without a man, the middle-aged 
woman with her longings, the older woman with her loneli- 
ness. I know them all and I would be insensitive, and a poor 
doctor, if I didn’t try to help. 

Over the years I have developed a very practical philo- 
sophy. It isn’t based on idealism because I know that hope, 
being false, collapses on itself, and a loss of hope can destroy 
the human spirit. I don’t advocate contentment, which seems 
to me both static and smug, and I don’t suggest that humans 
should strive for something labelled happiness, a gift that can 
only be transient. I must admit that I haven’t much patience 
with modern moralizing either, although I am a religious 
woman. 

I do believe in the inevitability of living that produces 
pain and joy in unequal and unfair amounts. There is in- 
evitability in being human, which is the need for security, 
affection and achievement. There is inevitability in being 
female, the turmoil of endocrinal change that ushers in the 
child-bearing years and ushers them out again thirty years 
later. There is inevitability in marriage, boredom, for instance, 
and the occasional sense of desolation. Being unmarried also 
has its inevitable factors, notably the shredding sense of 
failure. All these are inescapable, but their power to wither 
can be battled with wit, energy and laughter. This is what I 
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We ave sevializing in condensed form A WOMAN 
DOCTOR LOOKS AT LOVE AND LIFEy 
DR. MARION HILLIARD (Macmillan 8s, 6i) 
We feel that many of our readers ave constantly having 
the same kind of problems brought to them by theiy 
patients. First published in Canada and reviewed iy 
our columns on February 21, page 210, Dr. Hilliavis 
book, based on 25 years’ experience of people from bink 
to old age, combines wisdom with humour and knowledy 
and has something to say to everyone. 





tell my patients: Don’t waste your strength in being outraged 
because life is difficult for you. Assume that life naturally is 
difficult, will never be easier. Accept the inevitabilities and 
live vigorously. 

The magazine editor continued to coax me about writing 
an article for him, but I still had no time for such a project, 

Then two circumstances converged to change my mind, 
My hospital needed a new wing and I was appointed the staff 
representative on a building committee. Suddenly I was fund. 
raising conscious. It appeared to my aroused sense of the 
mercenary that writing a magazine article would be an 
excellent way of earning money for the hospital and possibly 
of attracting further donations. 

The first article on fatigue was sold off the stands a short 
time after it appeared and reprinted in seven countries. The 
next one, on menopause, had the same acceptance. I found 
myself in the midst of a series that became a book. 

Shortly after an article on sex and marriage had been 
published, I received an indignant visitor. 

“What makes you think you’re an expert on marriage”, 
she snapped at me. “You're single!’’ 

I kept a straight face. “It gives me an objective point 
of view’, I pointed out to her. ‘‘A married woman only knows 
one man.” 

8 Rs 

I know a lot about marriage, though I have never ex- 
perienced it, because I have listened to the problems of literally 
thousands of married women. I also know, even better, the 
problems of unmarried women. I learned that the bitterest 
renunciation of all is not a mate—it is motherhood. Looking 
back on my life, I can chart those moments that were pivotal. 
The most crucial was the date I had one evening with a man 
Tlioved. He was an engineer and had been away on a project. 
I was interning and missed him dreadfully. There was a tacit 
understanding that we were engaged. He called for me. We 
went to dinner—I adored it—dinner away from the hospital 
was always a thrill. Replete, cosy in the car, waiting for my 
moment, while he talked of love I fell asleep. I had been on 
duty in the delivery room for four successive nights preceding 
this. He drove me home, awakened me, and said a curt good- 
night. How thankful I’ve always been for that cat nap. A 
short time later he married someone else. He then provided 
me with my Gethsemane; he asked me to deliver their first 
baby. It was a valuable experience. Nothing else in my life 
has ever hurt so much. 

I have said often that I have never failed to be stirred by 
the birth of a baby. Even at the instant that I delivered the 
child that might have been mine, I was moved through my 
anguish to feel. “This is worth while. What you are doing 
now is the most worth-while occupation on earth”. 

It is. Let me tell you about it and what I know about 
women. 


(to be continued) 






























by KAYE 





E FACT that the Friends of Goodmayes 
Hospital, in Essex, are financing a 
beauty parlour to help in rehabilitating 

the patients, and that make-up demonstra- 
tions have been given to the nurses in more 











than one hospital recently, proves that some 
hospital authorities realize the incalculable 
effect personal appearance can have on a 


woman. 

Good grooming and the knowledge that 
she is looking her best boosts a woman’s 
morale. And it is not only the patient’s 
morale which needs boosting; the nurse’s 
needs it just as much. But until there are 
facilities in every nurses home for beauty 
treatment or getting advice on cosmetics 
from a qualified consultant, you will have 
to be your own beautician. Take yourself 
in hand! 

And don’t kid yourself you don’t need to! 

You don’t see yourself as others see you. 
Give them something worth looking at— 
especially when you’re on duty. 

Beauty is more than skin-deep. It’s not 
the slightest use expecting to look your best 
if your feet and figure are neglected. 


Feet First! 


Start, and continue, your regular beauty 
treatment with your feet. You use them a 
lot more than you do your teeth, but you go 
regularly to a dentist—or should do—and 
at the first hint of toothache you do some- 
thing about it. There’s a reason why your 
feet ache, hurt, swell, or smell—but do 
you do anything about it? Go to a chiropo- 
dist? No. You just put up with it. You 
moan, ‘My feet are killing me’, but all you 
do is to put on the oldest, sloppiest pair 
of shoes you can find. 

How can your spinal alignment be correct, 
your posture good, and your face radiant 
with youth when your feet are suffering 
torture from a corn, a dropped arch or a 
verruca. Your feet won’t ‘kill’ you if you 
give them the care and attention they need. 
And don’t think it’s only women over forty 
who should put their feet up when they can. 
Put yours up whenever possible, and never 
sit in the front row of lectures or meetings; 
there’s nowhere to put them! 


Anatomy Class? 


The second most often neglected part of 
4 Durse’s anatomy is her figure. There are 
not many who don’t wear a bra, but there 
are far too many who don’t wear a corset 
or belt. I know you can’t bear anything 
tight round you and that, in theory, 
muscles should effectively support and 


As Others See Us 


A bracing article on the Importance of Good Looks 
and Good Grooming for Nurses—especially On Duty 





D. BELL 


control; but they don’t, or won’t indefin- 
itely. They sag, get tired. Whatever your 
‘vital statistics’ you need a foundation 
garment, not only to suspend your stockings 
from, but to support you in your work. 
And it’s no use filleting your new garment 
as soon as you get it home. Bones won’t 
stick into you if the thing fits properly, and 
the only way to be sure it does is to try it 
on in the shop and take the advice of the 
corsetiére. Not to do so is a waste of money. 


‘Face’ Facts 


Having taken your feet and your figure 
in hand, now for 
your face. 

When spots and 
blackheads appear, 
do you complain, 
‘Just look at my 
skin!’ I can’t do 
anything with it’? 
Or do you accept 
the blemishes as 
fate and confess, 
‘I never do any- 
thing for it.’ 

The least you can 
do in return for all 
your skin does for 
you is to give it 
care and protection 
and the first essen- 
tial in skin-care is 
—cleanliness. 

You have to be 
very particular 
about your hands, 
but do you bother 
about the cleanli- 
ness of your face 
and neck? You 
wash them, of 
course, but are they 
clean? A glance at 
a pad of cotton wool after you 
have wiped off a light applica- 
tion of cleansing cream or . 
complexion milk may surprise 
you! 

I don’t suggest you give up 
washing—though many people 
with dry skins never use soap 
and water on their faces 
because soap, being alkaline, 
removes what little natural oil 
they have. But I do suggest 
you use a cleansing cream or 
milk as well. Soap and water 
are not enough to remove all 


STUPENTS 


Here’s Mrs. Grace La Rondie, beauty 
consultant. 
hospital asked her 
approval) to come and give them a 
demonstration on how to use make-up 
effectively and with discrimination. 
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SPEGCLAL 


A Weekly Feature of 
particular appeal to 
Younger Nurses 








the impurities face and neck collect during 
the course of a day or night. 

As you know, the condition of your skin 
depends, among other things, upon your 
diet, your general health, state of mind and 
glandular secretions. Blemishes are protests 
against something. More often than not, 
spots are due to faulty diet and blackheads 
to grease-blocked glands coated with dirt 
and dust from the air. It’s useless to try 
to hide these under make-up; the reason 
for them must be found and removed. 

From a cosmetician’s point of view there 
are three main types of skin: Dry, Greasy, 
Normal. 

Which is yours? 

You can help it to become normal by 
using a greasy cream at night on a dry 
skin, dabbing an oily one with astringent 
night and morning. And don’t say you 
haven’t time. A dab of conditioning cream, 
on neck, chin, cheeks and forehead can be 
lightly patted and massaged into the skin 
and the surplus removed with a tissue in 
one minute. 

Your skin needs protection against wind 
and sun, heat and cold, dust and dirt, and 
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Dr. William Edwards Writes this week 


on a Subject chosen by a Reader— 
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F YOU LISTEN WITH A STETHOSCOPE Over 
Js ‘salt cellars’ in someone’s neck, you 

will hear a noise rather like a small boy 
blowing down a length of gaspipe. That is 
the air surging in and out of the bronchial 
tubes. But if you listen lower down in the 
chest, you hear a quiet sighing as of the 
breeze through summer tree tops. That is 
the air as it enters the minute final branches 
of the bronchi, called bronchioles. By that 
time it is no longer surging—only oozing! 
But if you should have the chance to listen 
to a lung which is solid with pneumonia, 
there is no whispering breeze, but the solid 
lung conducts the sound from the bronchi, 
and there is the small boy blowing away 
again. The pedants call this bronchial 
breathing. 

The tiniest bronchioles terminate in 
minute cul-de-sacs called alveoli. Bron- 
chioles and alveoli have elastic walls so that 
they can expand and contract as you 
breathe, and they are lined with a very thin 
membrane which is blood-proof but not 
airtight. If all this membrane were 
stretched out flat it would cover your hearth- 
rug—about 2 square yards of it. It lets the 
blood get rid of its carbon dioxide and 
acquire oxygen. It also gets rid of quite a 
lot of water, as you can tell if you breathe 
on your mirror. 


Tubes Too 


Lung diseases may affect the bronchial 
tubes—bronchitis; the bronchioles—bron- 
chiolitis; or the alveoli—pneumonia. They 
may eat away a chunk of lung altogether, 
as in T.B. They may block up a bronchus, 
so that that piece of lung gets no air and 
collapses, as in carcinoma of the lung. The 
elastic walls of the bronchioles may get a 
sort of spasm and squeeze together, so that 
breathing is difficult—asthma. Continued 
puffing and blowing with lung diseases may 
overstrain the delicate alveoli and make 
them burst into each other, so that there are 
a few large cul-de-sacs instead of lots of 
little ones—emphysema. Quite a biggish 
tube may get chronically inflamed, its 
walls get weak, till it dilates and fills up 
with muck—bronchiectasis. 

All sorts of horrid things can, in fact, 
happen to the lungs, but in every case there 
is one common effect—breathing gets more 
difficult. It may be just a little faster than 
normal, it may be very fast indeed, it may 


AS OTHERS SEE US 
(continued from previous page) 


the drying effect of theatre heat and lamp 
glare, of fog and fumes and contact with 
anything that is dirty. Had you thought 
of make-up as a protection? Because that’s 
what it is. 

First you need foundation. This can be 
liquid or cream, white or tinted; greasy if 
your skin is dry, dry if your skin is greasy; 
any beauty counter assistant will advise 
you which you need if you are not certain. 

The reason for complaints that make-up 
doesn’t ‘stay put’ is because the foundation 
is not thoroughly worked into the skin. All 
traces of it should be gone before powder 
is applied. Don’t use a puff. Press powder 
in with a pad of cotton wool which can be 
thrown away after use. 

Combined foundations and powders are 


Lung 


Diseases 


be a real struggle to get some air in and out 
to what healthy lung there is left. Past a 
certain point in this struggle, not enough 
air will get in, the blood doesn’t lose enough 
carbon dioxide or get enough oxygen, and 
the patient starts to look blue, first noticed 
round the lips, though owing to the usual 
female camouflage, it may first be noticed 
in the finger nails. Even that clue is now 
being denied to the inquisitive doctor. Oh, 
these cosmetics! 


Breathless 


The extent of lung trouble is roughly 
proportional to the degree of breathlessness, 
though most patients think it is in propor- 
tion to the amount they cough. Cough is 
only produced when sputum, from inflamed 
lungs, gets up as high as the pharynx and 
produces a tickle there. The same tickle is 
produced by mucus descending from above, 
so cough isn’t really much guide. Indeed 
it takes a strong person to produce a really 
hearty bark: the truly sick one can only 
cough gently and with care. 

Chest X-rays are now so universally used 
as a short cut to diagnosis, that the art of 
the stethoscope threatens to die, but there 
are still some things easily learnt by using 
one. There is the bubble and squeak of 
bronchitis, as the air passes through all the 
moisture in the tubes. There is the com- 
plete absence of all sound when the lung is 
separated from the chest wall by fluid (in 
pleurisy) or by air (in pneumothorax). 
There is the blowing, bronchial breathing 
of pneumonia. And there is the long drawn 
out whistle of asthma, chiefly heard during 
expiration. 

Most chest infections are due to bacteria 
being inhaled with the air. This may be a 
direct infection from some patient, or 
inhalation from tonsillitis or other infection 
round the mouth and throat. Infection of 
the alveoli soon fills them up with debris 
and puts them out of action. As the walls 
of the alveoli are so thin, toxins and bacteria 
from the infection easily reach the blood to 
make the patient ill—which is largely why 


Old Chinese Proverb 
If I hear it I forget it; 
If I see it I vemember it; 
If I do it I KNOW. 


MORAL: Try to get hold of a stetho- 
scope and ‘listen in’ for yourself. 


PDADPADPPDADP ADP ADO OX> 


undoubted time-savers and give a pleasing, 
matt effect which lasts well without 
renewing for hours, but they do have a 
drying effect on some skins. To counteract 
this, use a greasy night cream—well worked 
in so that there is no trace on the sheets 
next morning; or change to separate 
foundation and powder now and then. 
Never apply layer upon layer of make-up 
one on top of the other! If it is properly 
applied it should last all day—or night if 
you’re on night duty. If it doesn’t, cleanse 
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Write to Dr. William Edwards (c/o & 
Nursing Times) if you would like him to dey 
with any particular medical subject, 


Ka 


the patient with pneumonia is a muh 
sicker proposition than the one with 
bronchitis. She has a general illness, 
septicaemia, as well as lung trouble. The 
old-fashioned pneumonia case used to stay 
in that parlous condition for 10 to 14 da 

till the body made enough antibodies ty 
conquer the septicaemia, when she had q 
‘crisis’ and suddenly got well. But sulpho. 
namides and antibiotics have changed that, 

Infection by the pneumococcus jg 
usually limited to one lobe of the lung 
which goes solid—lobar pneumonia. Infec. 
tion by streps or staphs picks out odd 
branches of the bronchial tree, so that there 
are patches of pneumonia distributed over 
both lungs—broncho-pneumonia. 

The chronic bronchitic whose alveol 
have burst into each other producing 
emphysema has a permanently damaged 
condition of the lungs which no one can cure, 
Bronchiectasis is equivalent to having a 
private cesspool. Stinking sputum is 
continually coughed up from the cavity, 
and sometimes blood as well. These patients 
are sometimes treated by postural drainage; 
which is a polite way of hanging them upside 
down to drain the mess out. Or, if the 
trouble is localized, the surgeon may remove 
a lobe and get rid of it. 


Asthma Attacks 


People with asthma nearly always 
develop bronchitis as well, and most of the 
time are suffering more from the bronchitis 
than from the asthma. A true asthma 
attack comes on quite suddenly, often in the 
middle of the night. The bronchioles have 
suddenly contracted and while air can be 
got in, it is a terrific effort to get it out 
again. The patient sits up in bed with all 
her neck muscles straining with the effort. 

Asthma runs in families, There is usually 
some nervous tension in the patient. There 
is often an allergy—so that foods, flowers, 
animals will bring on an attack. Asth- 
matics breathe badly, not using their 
diaphragms, and are helped by being taught 
breathing exercises. Their attacks can be 
relieved by injecting adrenaline or giving 
ephedrine, to counteract the spasm. All 
asthmatics have a pet ‘cure’ which they 
carry in handbag or hip pocket. They swear 
by it and advise all other asthmatics to 
try it—but it never seems to work on 
anyone else! 


the old off with a tissue, rinse or wipe over 
with complexion milk, and start afresh. 
Once you’ve acquired the knack, it only 
takes a few minutes. 

When you have applied your lipstick, 
powder lightly over your mouth and blot 
on a tissue, then you won’t leave traces 
on cigarettes or tea-cups. 

Skin care, to be of any benefit, must be 
regular. Avoid stretching the skin, by 
applying cosmetics with a light touch, 
preferably with the pads of the second and 
third fingers, and movements must always 
be upward. 

It’s a comfort to know that the most 
expensive cosmetics are not necessarily the 
best for your particular needs. But 
whatever price you pay remember that a 
little goes a long way. In uniform, especially, 
make-up should be used discreetly, and 
never applied in public! 
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Insomnia 


in 


the aged 


Not only for its valuable properties as a daytime sedative 
has Mitrown meprobamate become so universally 
prescribed. Doctors have come to recognise its special 
virtues as a safe reliable dormifacient—particularly in 
the ageing patient. Mittown brings a release from 
worry and tension that prevent the natural onset of 
sleep. It induces a composure of mind and body that 
enables the patient to drift naturally into sleep. After 
two tablets of Mi.rown—one hour before retiring, sleep 
is restful and usually dreamless. It is also free from the 


narcosis that often follows other conventional sedatives. 


Miltown 


*REGD. TRADEMARK OF CARTER PRODUCTS INC. MEPROBAMATE 


Oral tablets of 400 mg. Bottles of 50 and 500 


LEDERLE LABORATORIES DIVISION 


Cyanamid OF GREAT BRITAIN LTD., London, W0.2 











of the month 


Menstrual pain, varying from mild 


discomfort to severe pain, occurs in a high 



















percentage of young women. 


During these difficult days, Veganin controls the 


physical and mental symptoms of dysmenorrhoea. 


Veganin disintegrates quickly, 


bringing fast relief; its balanced 


formula ensures effective relief, 
the small dose and non-toxic 


constituents provide safe relief. 


a You can safely recommend any Warner product to your Patients. 


¥ 


VEG 361/6/R 


of WILLIAM R. WARNER & CO. LTD., EASTLEIGH, HAMPSHIRE 













































IVEGANIN 


Veganin is available from all chemists 


if in packs of 10, 20 and 50 tablets. 
rail 


& 








The medical reasons 
for taking Bovril 


Bovril is far more than a 
pleasantly-flavoured drink. Its 
unique mixture of meat extract, 
hydrolysed beef, whole lean 
beef, beef stock and yeast ex- 
tract make it a highly nutritious 
food from the point of view of 
vitamins and minerals, as well as 


protein. 
* * * 
1.Vitamins of the B- complex. Two 


cups of Bovril supply 40% of 
the daily requirement of the 
normal adult for vitamin B, 
(riboflavin) and 40% of the 
nicotinic acid (vitamin PP). 

2. Heematinic Factors. Of all the 
factors required for blood 
formation only three are likely 
to be limited in the diet—iron, 
vitamin B,, and folic acid. All 
are present in Bovril. Two cups 
of Bovril will supply 70% of 





the adult’s daily requirement of 
vitamin B,, (cyanocobalamin), 
20-40% of the folic acid and 
20 % of the iron. 

3. Potassium. Bovril is one of 
the richest dietary sources of 
potassium. 

4. Gastric Secretion. The unique 
mixture that is Bovril is the most 
powerful known stimulant of 
gastric secretion—even more 
powerful than meat extract it- 
self. It 1s, therefore, particularly 
useful for elderly patients and 
convalescents. 

5. Appetite. A major factor in 
the rapid recovery from serious 
illness or major surgery is a 
good intake of protein foods. 
Poor appetite can delay re- 
covery. Bovril is a great help in 
promoting good appetite while 
stimulating gastric secretion. 








Write to Bovril Ltd., for a copy of the 
latest medical Folder and the booklet 


‘Vitamins of the B Complex’. 


BOVRIL LIMITED 


OLD STREET, LONDON, E.C.1. 










































NEW 


Lease of Life 


WHEN YOU RETIRE 


Are you looking forward to retirement — or dreading it? It depends 
largely on what your financial position will be. Will your pension and 
savings be adequate, or will it be a struggle to make both ends meet? 

That depends on you — now. Rather than leave the future to take care 
of itself, suppose you decide, now, to retire at age 55. You can, éf 
you are age 45 oruneer, by means of the Sun Life of Canada’s special 
Income Endowment Plan, make sure of 


£2,757 CASH AT AGE 55 


OR £150 A YEAR PENSION FOR LIFE 


What a difference that would make to your present outlook and yout 
future comfort! It will give you a ‘*new lease of life’’. The plan & 
flexible and can be adjusted, at the outset, to provide a cash sum or 
income at age 60 or 65 to meet your wishes. Let the Sun Life of 
Canada explain the Plan, and its many other advantages including the 
appropriate relief of Income Tax. Your enquiry puts you under 20 
obligation. 

(2d. stamp, if unsealed) 








To M. MACAULAY (General Manager for Gt. Britain and Irelond) 
SUN LIFE ASSURANCE CO. OF CANADA 
106, Sun of Canada House, Cockspur Street, London, $.W.1. 


I should like to know more about your Plan as advertised, without 
incurring any obligation. 


| 
| 
| 
| 
| NAME 
| 
| 
| 
1 





ADDRESS. 










OCCUPATION. Exact date of birth 
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In’ Parliament 


Progress of poliomyelitis vaccination; Importation of multiple sclerosis vaccine ; 


X-radiations ; 


Minister of Health on February 24 

for a statement on the progress of 
poliomyelitis vaccination in the United 
Kingdom. 

Mr. Walker-Smith.—Vaccination with two 
injections is at present available for children 
over six months who were born in or after 
1943, expectant mothers and certain other 

jal groups. At the end of December 
over 1} million persons had been vaccinated 
in Great britain, and vaccine has since been 
issued for a further 1} million. Iam informed 
that similar arrangements are in operation 
in Northern Ireland. Considerable quanti- 
ties of Salk vaccine are being imported, to 
supplement the british vaccine. The pro- 

mme is being kept under constant review. 
[am advised that two injections give a good 
degree of protection, and that our first 
objective should be to increase the number 
of persons so vaccinated. 

Mr. Cronin.—Will the Minister do all he 
can to accelerate the programme, bearing in 
mind the fact that there have been consider- 
able unnecessary delays and that the effect 
of these delays is that a number of children 
developed poliomyelitis who would not 
otherwise have done so? 

Mr. Walker-Smith.—No. There are no 
delays in the announced programme which 
is progressing properly and favourably. My 
first objective is to secure a high acceptance 
rate in the present groups which are eligible. 

Dr. Summerskill (Warrington).—Does not 
the Minister think that it would be better to 
give the third vaccination and thereby en- 
sure that certain people have a guarantee of 
safety? 

Mr. Walker-Smith.—No, that implication 
is wrong. The third injection does not 
guarantee safety, according to American 
experience. 


Mr. McKay (Wallsend) asked the Minister 
if he would make arrangements for the im- 
portation of the Russian vaccine for the 
treatment of multiple sclerosis. 

Mr. Walker-Smith.—I am advised that 
the evidence at present is not sufficient to 
enable an opinion to be given on the 
efficiency or safety of this vaccine in the 
treatment of multiple sclerosis. In these 
circumstances, it would be quite wrong for 
sufferers to be encouraged to build their 
hopes on it, and no arrangement for its 
general importation could be justified. Iam 
however, prepared to advise the release by 
the Customs and Excise of small quantities 
obtained for individual treatment on the 
advice of a patient’s medical practitioner. 


Mr. Sidney Irving (Dartford) asked the 
Minister what recent advice he had received 
from the Medical Research Council on the 
dangerous consequences resulting from the 
use of X-rays. 

Mr. Walker-Smith.—None. 

Mr. Irving.—Is the Minister aware of the 
warning given to Dr. T. C. Carter, geneticist 
member of the Medical Research Council at 
Hanwell, about the dangers even from 
medical use of X-raysand the possibility of a 
further 12,000 cases, through the hereditary 
factor, resulting from such use. 

Mr. Walker-Smith.—I think I had better 
await the advice of Lord Adrian’s committee 
to carry out the reviews recommended in 
the M.R.C. report on the Hazards to Man 


Me Cronin (Loughborough) asked the 





Radiographers’ salary claim; 


Ventricular septal defects. 


of Nuclear and Allied Radiations. 


Mr. Kenneth Robinson (St. Pancras 
North) asked the Minister whether he had 
now instructed his representatives on the 
Whitley Council regarding the radiographers’ 
salary claim. 

Mr. Walker-Smith.—Yes. I have in- 
formed both sides of the Whitley Council 
that in present economic circumstances the 
Secretary of State for Scotland and I could 
not agree to a pay award being made in 
response to this claim. 

Mr. Robinson.—Is this not a further out- 
rageous interference in the working of the 
Whitley Council machinery? How does the 
Minister expect the staff of the National 
Health Service to have any further faith in 
the machinery? Will he take the oppor- 
tunity of apologizing for having misled the 
House on a previous occasion, when he put 
the whole responsibility for the delay on the 
Management Side, whereas it was entirely 
his own fault. 

Mr. Walker-Smith.—That is quite wrong. 
The Management Side includes the repre- 
sentatives of the Secretary of State and my- 
self; they are an integral part of the Man- 
agement Side. Certainly there was no 
question of misleading the house and no 
apology is called for. Ona previous occasion 
criticism was made that the Secretary of 
State and I did not give sufficient indication 
of the way in which our minds were working 
over the exercise of our statutory duty. In 
this case, we have given notice so that both 
sides of the Whitley Council are aware of 
our position. 

Dr. Summerskill.—In view of the fact 
that there is a grave shortage of radi- 
ographers throughout the country, and that 
radiography is a hazardous occupation, does 
the Minister not think it grossly unfair not 
to accept this award? 

Mr. Walker-Smith.—I am aware that 
there is a shortage of radiographers but their 
present pay and emoluments are governed 
by an award of the Industrial Court as 
recently as November 1956. There are, in 
fact, more radiographers than at the time of 
the award. although the number of posts has 
expanded slightly. This is a very recent 
award which has to be borne in mind in the 
context of the present economic situation. 


Mrs. Joyce Butler (Wood Green) raised 
the subject of ventricular septal defects in 
children on February 28. She said that the 
operation could only take place at a certain 
age, and if left too long it could not then be 
performed successfully. Of six cases to 
which her attention had been drawn, one 
child died while it was awaiting the opera- 
tion, one girl, aged nine, was now too old, 
and a third had gone to America to have 
the operation. 

The information she had suggested that 
the machine available in Britain for the 
operation was only able to by-pass the 
heart for six to seven minutes, whereas in 
the case of the boy who had gone to America 
the heart was by-passed for 25 minutes at 
the Mayo Clinic. For children under two, 
since the operation could not be performed 
at this age in Britain, was there any 
provision by which the N.H.S. could meet 
any part of the cost of taking the child to 
the U.S.A.? Was it possible to have in 


Britain the Gibbon type of machine from 
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America, possibly until the British machine 
was perfected? 

Mr. Richard Thompson, Parliamentary 
Secretary, Ministry of Health, said that 
the successful performance of this kind of 
operation for closure of a congenital opening 
between the right and left ventricles, using 
one of the heart-lung machines, required a 
highly skilled and trained team. The 
operation was to be distinguished from 
other forms of heart surgery and, in par- 
ticular, from the repair of openings between 
the auricles. 

The technique of hypothermia had been 
so far developed that it was considered 
preferable where maintenance of the circu- 
lation was a problem. The results obtained 
by this method had been so successful, 
compared with the risks inherent in the 
heart-lung machine, that it seemed unlikely 
that the machine would be necessary for 
this kind of operation in Britain, or would 
be used save in special cases, unless it was 
greatly improved. 

Inter-ventricular septal defects occurred 
in varying degrees of severity. The mildest 
caused little disability. Some were asso- 
ciated with more serious defects, which 
might not be amenable to surgery, and the 
most serious were incompatible with 
prolonged survival. It followed that the 
need for the operation would occur most 
often in children. 

Some of the defects often associated with 
intra-ventricular septal defects could be 
treated surgically under hypothermia, and 
repair of the septal defects might then be 
unnecessary. 

There were three types of heart-lung 
machines in use—two American machines, 
the Gibbon and the Lillehei, and one 
British, the Melrose. No one type could be 
said to be superior, although the Gibbon 
was the most costly. One Gibbon machine 
was on order for a centre in Britain, and 
there was no question of a financial bar on 
the importation of such a machine. 

Of the 13 centres at which the equipment 
was available, the operation had been 
performed at only four. The number 
of operations carried out had certainly 
been small, since the technique was new, 
and many of the patients for whom the 
artificial circulation could be used could 
be treated by using the safer technique of 
hypothermia. 

Much greater experience had been 
acquired in the United States where hypo- 
thermia was less commonly used. This was 
largely because the heart-lung machine was 
used there for inter-atrial defects as well. 

Intensive study was being given to the 
heart-lung machine at various centres and 
its use would be developed as fast as 
surgeons felt the prospects of success 
justified. Even now it was not true to 
say that any child needing the operation, 
including those of two years of age, had to 
be taken to the United States. The N.H.S. 
Act did not allow contributions to fares for 
people having treatment abroad. 


On March 10 Mrs. Butler asked at which 
hospital centre the Gibbon-type heart-lung 
machine was to be installed, and when it was 
anticipated that it would be in use for the 
closure of ventricular septal defects in young 
children. 

Mr. Thompson.—The Radcliffe Infirmary, 
Oxford. I cannot yet say when it will be 
brought into use for operations. 

Dr. Edith Summerskill (Warrington).— 
Why has the Radcliffe been chosen instead of 
a bigger centre of population such as London? 

Mr. Thompson.—Probably because they 
have there a very good research team and 
wish to pursue some research into the matter. 

Dr. Summerskill—So they have in 
London. 











National Association of State Enrolled 

Assistant Nurses was held in the very 
pleasant concert hall of Fazakerley Hospital, 
Liverpool, where some 70 to 80 branch 
delegates and guests were welcomed by 
Alderman W. J. M. Clark, president of the 
Liverpool and Merseyside Branch of the 
N.A.S.E.A.N. 

In his address, Alderman Clark indicated, 
among many useful points, that the 
potential strength of the Association rested 
entirely on their own endeavours to recruit 
a membership of at least 80 per cent. so that 
no Minister would dare to refuse to listen 
to their representative opinions, and that 
their success depended, ultimately, on the 
satisfactory nurse-patient relationship. 

Miss R. Dreyer, s.R.N., president of the 
Association, opened the proceedings and 
Miss R. B. M. Darroch, M.B.E., chairman, 
emphasized the important service rendered 
by the assistant nurse and the necessity for 
pupil and trained assistant nurses to be 
constantly aware of their great future as 
well as the duty of the trained assistant 
nurse, to ensure that pupil assistant nurses 
grew up with the pride of belonging to and 
the responsibility towards a great pro- 
fession. 

Among the many points covered con- 
cerning anomalies of salaries, hours of work, 
part-time assistance, uniform and petrol 
allowances, the emphasis of the meeting was 
(a) the strong desire to be known as State- 
enrolled nurses and not as assistant nurses, 
especially as, in many cases, senior duties 
and responsibilities were undertaken; (b) 
that remuneration should be compatible 
with the duties performed; (c) that enrolled 
nurses only should represent the S.E.A.N.s 
on the various councils and committees 
concerned with their progress and welfare; 
the branch delegates, although very grate- 
ful to the State-registered nurses on 
councils and committees, felt that they 
were now strong enough to undertake their 
own representation in their own right; 
(d) that an S.E.A.N. should relinquish that 
qualification on becoming S.R.N. 

The major concern of the branch dele- 
gates was that the best possible service to 
the patients should be maintained although 
they were fighting for recognition as valu- 
able and responsible members of a great 


T= YEAR the spring meeting of the 


NATIONAL ASSOCIATION OF STATE 
ENROLLED ASSISTANT NURSES 


Spring Meeting 


At the spring meeting: left to 
right, Miss M. G. Butcher, 
S.E.A.N., chairman of 
Council; Miss R. Dreyer, 
S.R.N., president; Alder- 
man W. J. M. Clark; Miss 
R. B.M. Darroch, M.B.E., 
S.R.N., S.T.Dip., chair- 
man; Miss C. E. Bentley, 
S:2.N.. secretary, 
N.A.S.E.A.N. 


profession. Regret was expressed at possible 
trade union influence and slight bewilder- 
ment was apparent at the seeming reluc- 
tance of registered nurses to regard them as 
colleagues. Delegates expressed a sincere 
desire for further educational courses to be 
open to them so that they could increase 
their own knowledge and skills and thus 
merit recognition as colleagues as well as 
increasing their capacity to render the best 
possible service. 

Branch delegates expressed dissatisfac- 
tion with the failure of the Whitley Council 
to do anything for the S.E.A.N. 

It seemed that delegates from hospitals 
where matrons had the gifts of leadership, 
management and tact, experienced the 
happiest relationship and achieved a high 
standard of service and that, as a result of 
encouragement and wise guidance, many 
pupil assistant nurses went on to qualify as 
S.R.N.s. 

Before the close of the meeting, nominees 
for election to the N.A.S.E.A.N. Council 
presented their policies. In spite of some 
quite severe questioning from some of the 
delegates, all the candidates were insistent 
on their sincere desire to do their utmost to 
further the aims of assistant nurses while 
maintaining a high standard of service to 
the cause of health. 

At the conclusion of the meeting Miss 
C. E. Bentley, secretary, announced that 
Miss Dreyer had nearly completed her four- 
year term of office as president and the 
president-elect was Miss F. G. Goodall, 
C.B.E., S.R.N. 

The meeting ended with warm votes of 
thanks to the matron of Fazakerley Hospital 
and to Mr. J. N. Galston, s.E.A.N. 

A delightful tea was provided to speed 
delegates and guests happily on their long 
journeys home. (See also page 323.) 


Part of the audience of assistant nurses. 
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Agnes Elizabeth Pavey Award 
(continued from page 336) 


be interested in anything and a fourth who 
wandered distractedly around. All three 
teams tackled this project with enthusiasm, 
interest and considerable self-possession, 
The judges were Miss Altschul, principal 
tutor, The Bethlem Royal and The Maudsley 
Hospitals, Miss Cherrington, ward sister, 
Horton Hospital, and Mr. W. A. Jones, 
principal tutor, St. Audry’s Hospital, Wood- 
bridge, Suffolk. In summing up Miss 
Altschul congratulated all three teams and 
said the judges had based their marking 
under three headings: general approach to 
the patients as a totality; the occupational 
therapy itself, and the discussion of the 
report. They had placed the teams as follows, 
1. Hellingly Hospital. 2. Holloway 
Sanatorium. 3. Tooting Bec Hospital. 
Miss G. M. Godden presented the trophy 
to the winning team. Miss Hill, chairman of 
the Sister Tutor Section, thanked all con- 
cerned with such a successful afternoon, and 
Miss Agnes Pavey was present to see this, 
the second award of the trophy she had so 
generously donated. Miss Eastwood, matron 
of Horton Hospital, entertained particip- 
ants and spectators to a splendid tea party. 


Coming Events 


Bolton Branch, Royal College of Nursing. 
—A jumble sale will be held at the Holy 
Trinity Schoolrooms, Bolton, on Friday, 
March 28, at 6 p.m. Jumble may be left at 
Bolton Royal Infirmary or Westhoughton 
Clinic. Proceeds in aid of the Branch. 

Hospitals’ Symphony Orchestra.—A con- 
cert will be given at British Medical Associa- 
tion House, Tavistock Square, London, 
W.C.1, on Saturday, March 22, at 8 p.m, 
Tickets from Patricia O’Hanlon, St. 
Bartholomew’s Hospital, E.C.1, or your 
hospital representative—7s. 6d., 5s. and 3s. 

N.A.S.E.A.N., South West London Branch. 
—tThe annual general meeting will be held 
at the Royal National Throat, Nose and 
Ear Hospital, Gray’s Inn Road, W.C.1, on 
Wednesday, March 26, at 8 p.m. 

The Association of Psychiatric Social 
Workers.—The annual general meeting will 


j be held at the Overseas League, St. 


Andrew’s Hall, St. James’s, S.W.1, on 
Saturday, March 29, at 2.30 p.m. Film— 
Going to Hospital with Mother, by James 
Robertson. 

The Royal Institute of Public Health 
and Hygiene.—Scalp and Hair Problems, 
by F. S. Law, F.1.T., M.R.1.P.H.H., in the 
lecture hall of the Institute, 28, Portland 
Place, London, W.1, on Wednesday, 
March 26, at 3.30 p.m. 
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Royal Cle of Nrsng 


Public Health Section 


Public Health Section within the Preston 
Branch.—A general meeting of the Section 
will be held in the Council Chamber at the 
Town Hall, Preston, on Tuesday, April 1, at 
7,30 p.m. prompt. An open meeting will be 
held at 8 p.m. when the film Keeping Houses 
Warm and a safety first film will be shown. 
Please bring your friends. 


Occupational Health Section 


Glasgow and West of England Group.—A 
meeting will be held at the Scottish Nurses’ 
Club, 203, Bath Street, on Wednesday, 
March 26, at 7.30 p.m. The speaker will be 
Dr. J. A. Imrie, chief medical officer, City of 
Glasgow Police. 


Branch Notices 


Birmingham and Three Counties Branch. 
—A general meeting will be held in the 
lecture hall, the Children’s Hospital, on 
Tuesday, March 25, at 6.45 p.m. Guest 

er: Mrs. H. M. Blair-Fish. Members 
from other Branches will be welcome. 

Chesterfield Branch.—Would members 
intending to visit the National Blood 
Transfusion Service Sheffield Centre on 
Tuesday, March 25, please note that trans- 
port will leave Chesterfield Royal Hospital 


forecourt at 6.15 p.m. prompt. Others 
should be at the centre at 7 p.m. 

Colchester and District Branch.—A genera 
meeting will be held at the Essex County 
Hospital, Colchester, on Wednesday, March 
26, at 7 p.m. 

Dartford and North Kent Branch.—A 
general meeting will be held at Gravesend 
and North Kent Hospital, Gravesend, on 
Monday, March 31, at 7.30 p.m. Executive 
meeting at 7 p.m. Bring-and-buy sale. 

Harrogate Branch.—A general meeting 
will be held at the Royal Bath Hospital, 
Cornwall Road, on Tuesday, March 25, at 
7.30 p.m., when the resolutions for the 
Branches Standing Committee meeting will 
be discussed. 

North Western Metropolitan Branch.— 
There will be a general meeting at The 
National Hospital, Queen Square, W.C.1, 
on Wednesday, March 26, at 7 p.m. The 
agenda of the Branches Standing Com- 
mittee will be considered. Tvavel: five 
minutes walk from Russell Square Station, 
or buses 68, 77, 188, 196. 

Plymouth and _ District Branch.—A 
meeting will be held at the Royal Naval 
Hospital, Stonehouse, Plymouth, on Mon- 
day, March 24, at 7.30 p.m., to discuss 
resolutions for the Branches Standing 
Committee meeting at Exeter. Miss S. L. 
Luxton, S.R.N., S.C.M., H.V., winner of a 


EDUCATION DEPARTMENT 


The Ward Sister as 


COURSE for ward sisters will be held at 

the Royal College of Nursing, London, 
W.1, from April 28-May 3. Further inform- 
ation may be obtained from the director in 
the EducationDepartment. 


Monday, April 28 
2p.m. Registration. 
2.45 p.m. Introduction to the course. 
3p.m. Opening address: The Hospital and 
the Research Worker, by Professor R. W. 
Revans, professor of industrial admin- 
istration, Manchester University. 


Tuesday, April 29 

9.30 a.m. The Ward Sister as Learner: (i) 
The Three Types of Learning, by Mrs. 
N. Mackenzie, M.A. (oxon.), lecturer in 
psychology and ethics, Royal College of 
Nursing. 

lla.m. Hypothermia as used for Closure of 
Atrial Septal Defect, by Miss M. E. Perry, 
S.R.N., deputy theatre superintendent, 
The Middlesex Hospital. 

2p.m. Visits*. 

5.30 p.m. Keeping Abreast of Professional 
Developments, by Mrs. H. M. Blair-Fish, 
S.R.N., member, Professional Association 
Committee. 


Wednesday, April 30 
9.30 a.m. The Ward Sister as Learner: (it) 
Attitudes and Ideals, by Mrs. Mackenzie. 
lla.m. Staff Relationships in Hospital, by 
Miss H. M. Downton, S.R.N., S.C.M., 
matron, University College Hospital. 
5.30 p.m. Learning to Live Internationally, 
by Miss D. C. Bridges, C.B.E., R.R.C., 
S.R.N., S.C.M., general secretary, Inter- 
national Council of Nurses. 
Thursday, May 1 
9.30 a.m. The Ward Sister as Teacher: (i) The 
Adolescent as Student, by Mrs. Mackenzie. 


Learner and Teacher 


11 a.m. The Student Nurse, Education, 
Service or Both, by Miss R. Hone, B.a., 
§.R.N., D.N.(LOND.), principal tutor, Night- 
ingale School, St. Thomas’ Hospital. 

2 p.m. The Ward Sister as Clinical In- 
structor, by Miss M. Culpeck, s.R.N., D.N. 
(LonD.), ward sister, The London Hospital. 


Friday, May 2 
9.30 a.m. The Ward Sister as Teacher: (it) 
The ‘Whats’ and ‘ Hows’ of Ward Teaching, 
by Mrs. Mackenzie. 


1l am. Experimental Course of Training - 


for the Geneval Register of Nurses con- 
ducted by Glasgow Royal Infirmary, by 
Miss W. Morgan, s.R.N., director of the 
experiment and principal sister tutor. 
5.30 p.m. The Most Important Person, by 
Miss I. E. Spalding, s.R.N., D.N. (LOND.), 
secretary, Student Nurses’ Association. 


Saturday, May 3 
9.30 a.m. The Ward Sister as Teacher: (tit) 
The Satisfied Learner, by Mrs. Mackenzie. 
11 a.m. Living Fully, by Miss B. J. Viner, 
B.A., headmistress, Clapham County 
School. 


*The choice of visits will include the 
Guildhall, City of London; Bishopsgate 
Police Station (City of London Police); 
National Heart Hospital; St. Bartholomew’s 
Hospital; the General Nursing Council for 
England and Wales. 
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R. A. Pilkington scholarship, will speak on 
My Visit to Norway. 

Stoke-on-Trent and District Branch.—The 
next general meeting will be held in the 
nurses home, North Staffs Royal Infirmary, 
on Monday, March 31, at 7 p.m. Branches 
Standing Committee resolutions will be 
discussed. 

Slough, Windsor and Maidenhead Branch. 
—A general meeting will be held at King 
Edward VII Hospital, Bolton Road (nurses 
home entrance) on Monday, March 24, at 
7.30 p.m. All members are asked to make a 
special effort to attend. Members are re- 
minded that the coffee party and bazaar is 
being held at the Guildhall, Windsor, on 
Saturday, April 12, at 10 a.m., and are 
asked to give personal and financial support. 
Gifts for stalls should be sent to Miss 
Sinclair-Brown, matron, King Edward 
VII Hospital. 





PUBLIC HEALTH SECTION 
Public Health Partners 


A symposium on understanding and 
good relations between domiciliary 
nurses, midwives and health visitors 
will be held in the Cowdray Hall, 
Royal College of Nursing, London, 
W.1, on Wednesday, March, 26. 


Chairman: Miss E. M. Wearn, super- 
intendent of district nurses and non- 
medical supervisor of midwives, Lady 
Rayleigh Training Home, Essex; chair- 
man, District Nurses and Midwives 
Sub-committee of the Section. 


7 p.m. Chairman’s remarks. 
7.5 p.m. Miss H. Longhurst, super- 

intendent district nurse, Oxford C.B. 
7.10 p.m. Mrs, K. Sewell, divisional 

nursing officer, LCC. 

7.15 p.m. Miss M. G. Brown, district 
nurse, Hertfordshire County Council. 
7.20 p.m. Miss E. S. Briggs, health 
visitor, Buckinghamshire County 
Council. 
7.25 p.m. DISCUSSION, 

A cordial invitation is extended to all 
district nurses, midwives and health 
visitors to come to the Cowdray Hall to 
take part in a friendly and lively dis- 
cussion on how best to establish good 
relations and co-operation between the 
various branches of the local authority 
nursing services. Please come along 
and bring your friends. Students and 
pupil midwives will also be warmly 
welcomed. 

Coffee will be available from 6.30- 
7 p.m., price 6d. 











Liverpool Branch Study Day 


Liverpool Branch is holding a study day 
on Tuesday, March 25. 
Afternoon: visit to Rainhill 

Prescot. 

1.30 p.m. Transport will leave the Royal! 

Infirmary, arriving at Rainhill at 2 p.m. 
4p.m. Tea. 

5 p.m. Transport returns to the Royal! 


Hospital, 


Infirmary. 
Evening: at Liverpool Royal Infirmary. 
6 p.m. Form and Function in the Human: 
Brain, by Dr. Murray Brookes: Epilepsy: 





348 


and Witchcraft, by Dr. Robert R. Hughes. 

Fees. Members: 3s. per session, 5s. 6d. 
two sessions. Non-members: 4s. and 7s. 6d. 
Please apply as soon as possible to Miss 
R. Haynes, The Royal Infirmary, Liver- 
pool 3. 


Isle of Wight Branch 


The annual general meeting of the Isle 
of Wight Branch was held at St. Mary’s 
Hospital, Newport, on March 1. After 
introducing Miss G. M. Godden, 0.B.E., 
president of the College, and Miss M. Thyer, 
eastern area organizer, Mrs. W. H. Margham, 
chairman, thanked the retiring president, 
Mrs. S. R. Bird, for her work and enthusi- 
asm during her period of office, and 
welcomed the president-elect, Dr. W. S. 
Wallace. 

Miss R. M. Weedon, secretary, presented 
the annual report, followed by the Public 
Health Section report presented by Miss 
E. Fishwick. Miss D. M. Westmore gave 
the report of the Ward and Departmental 
Sisters Section. 

Miss Godden commented on the effect of 
rapid progress in nursing education and 
reminded members of their fundamental 
responsibilities. Miss Godden also men- 
tioned the work study conference held at 
the College in November—it had proved 





Television and Radio Programmes 


B.B.C. Television presents . . . on 
Tuesday, March 25, Your Life in Their 
Hands televised from Bristol Royal 
Infirmary where viewers will see part 
of an operation for the relief of a liver 
disease, first performed at the hospital. 
Also on March 25, Dr. Grantly Dick 
Read, the expert on natural childbirth, 
will be interviewed in Family Affairs. 

B.B.C. Home Service . . . On 
Wednesday, March 26, Evelyn Cheese- 
man talks about instances of the power 
of self-healing and mind over matter 
she has witnessed in her travels. 











its worth in industry and it was only right 
that we should seek to obtain the most 
effective use of the human effort at our 
disposal. 


Sister Tutor Central Sectional Committee 
Election 
In the list of candidates for election 
published last week the name and address 
of Mrs. E. M. BretsBy should have read 
sister tutor in sole charge, Poole Hospital, 
Nunthorpe, Middlesbrough, Yorkshire. 


Letters to the Editor 


Towards Integration? 


Mapam.—It is encouraging, particularly 
as he is such an authority on health educa- 
tion, to read John Burton’s letter in your 
journal of March 14 describing the combined 
nurse-midwife-health visitor as potentially 
the most important of all medico-social 
workers. 

I believe he is right in suggesting that the 
seeming design to discourage the trend to- 
wards integrating services was in part due 
to the lack of evidence to the Working Party 
on Health Visiting from consumers who have 
experienced the services of district nurse/ 
midwife/health visitors. 

The reason now given for the recent 
decision to raise the salary of whole-time 
health visitors is said to be to aid recruit- 
ment to whole-time health visiting, though 
in fact the Ministry of Health’s recent report 
shows an increase in this recruitment since 
last year. Fortunately it is unlikely that the 
calibre of nurse who has chosen to under- 
take generalized work and has taken the 
additional training required would give this 
up for whole-time health visiting just 
because the salary is higher. She might 
understandably do so if for health reasons 
she required a lighter and less exacting post. 
If she did so, it must be an astonishment to 
find that her salary would be higher. 

It is now expected that in simple fairness, 
and because the Whitley Council has used 
length of training in the past as a reason for 
raising the salaries of health visitors above 
district nurses, the salary of the district 
nurse/midwife/health visitor will next be 
increased by the Whitley Council. In con- 
sideration of her additional district nursing 
and midwifery qualification and respon- 
sibilities it should surely be at least as high 
as her less qualified health visitor colleague, 
and logically should be higher. Generalized 
workers have, however, not pressed for wage 
increases in the present state of the country, 
but the repeated claims of whole-time health 


visitors for a higher wage has resulted in this 
regretable situation. 

Dr. Burton suggests that it could not have 
been the intention of the health visitors to 
denigrate the work of their sisters and the 
kindest solution is to assume that those who 
advised the planners lacked personal ex- 
perience of generalized work and that this 
has brought about this delay in recognizing 
the value of integration in the health 
services. Fortunately, medical officers of 
health are expressing a greater interest than 
formerly in combining health visiting with 
midwifery and district nursing. 

Fairness in recommending appropriate 
salaries and generous appreciation and 
respect for each other’s work, whether as 
specialized or generalized health visitors, 
would encourage all concerned in their work 
for the welfare of the community. 

E. J. MERRY. 


Ward Sister’s Help 


MapaM.—Very few nurses could have 
read your excellent editorial ‘The Ward 
Sister’s Exacting Task’* without realizing 
that its author was portraying an accurate 
and gratifying picture of the ward sister’s 
duties. One felt that at last her task was 
being described in a manner thoroughly 
understandable to persons unconnected 
with the hospital field. 

There is one point that I should like to 
raise: how many sisters would really wish 
to have the secretarial help your article 
suggests? When taking up the reins of 
administration in any field one must realize 
that it in itself is a completely separate 
vocation which must be learnt as such and 
then harnessed to the existing profession. 
Thinking on these lines I feel that the ward 
sister should not be willing to dispense with 
her purely administrative, but often clerical, 
duties. Surely, the arranging of outpatient 
follow-up appointments, ambulance or 
transport details and other types of ‘form- 
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ROYAL COLLEGE OF NURSING 
APPEAL 


for the Nation’s Fund for Nurses : 


This week we received the following] 
“Yesterday when I paid for some repairs 
found the cost less than I expected, so I 
the enclosed P.O. to help with coal. It 
cold. Kind thoughts. Founder Member 
It was indeed a kind thought and perhg 
someone else would like to follow up ¢ 
good idea. We thank everyone who hag 
made it possible to publish a good list this” 
week and also Miss M. Warren and Mrs 
Townsend for gifts and work. | 
















Contributions for week ending March iq 








Miss B. I. W. Barnes. Monthly donation 

Leamington and District Branch 

H. E. Cory, Esq. : 

Sunderland General Hospital. Monthly donation 21 

Royal Berkshire Hospital, — ow 
donation . 

‘Hayes’. Quarterly donatio 

The Misses H. E. and E. M. Mills, For coal 

F.M. 549. For coal : 

Princess Louise and Paddington Green Children’s 
Hospital Student Nurses’ Unit .. 

Miss E. M. Foreman. ‘These -_ days! 


appeal 
Total {20 2s. 


E. F. Inca 

Secretary, Royal College of Nursing Appeal for ¢ 

Nation’s Fund for Nurses, 1a, Henrietta Place, Cavendj 
Square, London, W.1. 
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filling’ activities are all part of her care of 
the patient as a whole. I, for one, should be 
unwilling to delegate these to a purely 
secretarial member of the staff. 

My suggestion for her relief lies, therefore, , 
not in release from clerical duties but in| 
wishing for a more adequate number of 
trained nursing staff to work in the wards; 
the ward sister’s last wish is to escape from. 
all forms of practical nursing but a more” 
senior staff to whom she could confidently 5 
delegate nursing duties would surely ease” 
her task and be a more realistic answer to} 
the problem. 

WARD Sistsal 
The London Hospital. | 

*Reprints of this editorial are available 
from the Nursing Times, Macmillan and’ 
Co. Ltd., St. Martin’s Street, London, W.C.2,. 
2s. 6d. per dozen, post free. 


Seacroft Hospital, Leeds 
Miss M. C. Alexander, sister tutor, will: 
be retiring at the end of March. Miss 
Alexander has been sister tutor for 31 years. 
A presentation fund is being arranged and® 
any former member of the staff who would 
care to contribute should send her donation 
to Miss J. E. F. Laycock, matron. , 


Lord Mayor Treloay Orthopaedic 
Hospital, Alton, Hants. 

Miss V. M. Gurney is retiring on comple- 
tion of 32 years service (29 as ward sister). 
There will be a reunion of staff on March 22 
at 3 p.m. in the Queen Alexandra Nurses 
Home, when a presentation will be made 
from colleagues and student nurses, past 
and present. 


Central Middlesex Hospital, N.W.10 

Miss A. Taylor, deputy matron, Central 
Middlesex Hospital, is retiring in early May 
and a presentation will be made. Matron 
would be pleased to hear from any former 
members of the staff who would like to be 
associated with this. 


Hammersmith Hospital, W.12 
Sister I. K. Thomson will be retiring on 
March 31 after 32 years’ service at the | 
hospital, If any past members of the | 
League of Nurses wish to give a contribution | 
to her retiring gift they should write to 7 
Miss G. M. Godden, matron. q 
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